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In the fight against Malaria 


QUININE 


has stood the test of time and 


is still the sovereign weapon 
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‘The DERBAG treatment 


for pediculosis capitis 
AT THE CLINIC... 


Serious cases should be treated 
with DERBAG which has shown 
by experience to be outstandingly 
successful, ONE application only is 
necessary and eradication is com- 
plete within the hour. Non-tox'c. 
Supplied in 2-oz. bottlest /10d exch 
(in 3-dozen packs) or 40-0z. bottles 
10/8d each, including Pur-hase 
Tax. 


Patients can ensure a clean and 
healthy head of hair by regular 
shampooing and combing with 
Derbac Soap and Comb. DERBAC SOAP 
gidand 1/6d per tablet, including 
Purchase Tax. 
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HIGHLY SATISFACTORY RESULTS 
follow the adoption of 


SALTS eatent COLOSTOMY BELT 


Since we first introduced this Belt we have su ny 
i 


many hundreds, and the results have been 
satisfactory. Outstand- 
ing advantages are: (1) 
Receiver is detachable & 
and sterilizable by boil- 
ing; (2) Bag easily re- 
moved without removal! 
of belt; (3) Bag easily 
emptied and washed; 
(4) No crevices or metal 
fittings to hold faeces; 
(5) Smell reduced to 
a minimum; (6) Less 
bulk than the old style. 
Bags are easily and 
economically replaced. 
Further details and 
Measure/Order forms 
available to professional! 
people on request. — 


at London address: |, 
STANLEY HOUSE, 103, Marylebone 
High Street, London,W.1. 
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LESSONS FOR FUTURE TREATMENT FROM 472 FATALITIES IN 
DIABETIC CHILDREN* 


BY 
ELLIOTT P. JOSLIN, M.D., and JAMES L. WILSON, M.D. 


Boston 


Our diabetic children are living a great deal longer than 
formerly, yet they still die prematurely and as a rule 
unnecessarily. We were much encouraged to learn that 
the average duration of diabetes in the 135 children who 
succumbed in 1944-9 exceeded the average duration in 
those dying in the previous six-year period, 1937-43, by 
approximately eight years, and that they were eight years 
older when they died. However, we were much discour- 
aged to learn that tuberculosis and coma played a far more 
important part in mortality than among all our cases, 
young and old. In fact, these two preventable complica- 
tions caused 21.5% of the deaths. Furthermore, an analysis 
of the cardiorenal-vascular group, which accounts for 56.3% 
(revised 59.3%) of the deaths, showed 37% (revised 51.9%) 


age, up to the end of 1949, 472 were dead, 2,381 living, 
and only 20 untraced at January 18, 1950. This table is 
compiled in conformity with all our previous records. It 
is based’ upon causes of death reported by the family 
physician or recorded on death certificates. Table II, dis- 
cussed in detail later, gives what we consider a more accur- 
ate classification of causes of death, because this is derived 
from a detailed reinvestigation of the last illness and the 
utilization of ante-mortem records, These figures appear 
in the text as revised percentages. The changes in diag- 
nosis relate almost exclusively to the cardiorenal-vascular 
group. Justification for such changes and a few others is 
mentioned below but cannot be explained in each instance 


because of lack of space. 


TaBLe I.—Causes of Death of Child Diabetics. Number and percentage of Deaths from Selected Causes by Eras of Treatment. 
Experience of E. P. Joslin, 1898 to Date* 


| Insulin Era + 
| 
Causes Banti Hagedorn Chas. H. Best Total 
< of Death 7/8/22-31/12/36 1/1/37-31/12/43 1/1/44 to Date 1898 to Date 
No. | % mM |. x No. % No. % No. % 
Diabetic coma, primary 135 86-0 56 566 22 27:2 13 9-6 226 479 
Cardiorenal-vascular, total 0-6 3 5-1 14 17-3 76 56-3 96 20-3 
Arteriosclerotic 2 2-0 14 17:3 76 56-3 92 19-5 
Cardiac — 3 3-7 21 15-6 24 5-1 
Angina pectoris or coronary diseases .. | = — _ _ 2 2:5 14 10-4 16 3-4 
Ge 2 2-0 10 12-3 50 37-0 62 13-1 
Apoplexy .. _ 1 1-2 3 2:2 0-8 
Other circulatory and rheumatic ‘heart 
Infections : 10 6-4 23 23-2 20 24-7 10 1-4 63 13-3 
Respiratory 7 4-5 10 10-t 5 6-2 5 3-7 27 5-7 
Kidney ~— 1 1-2 3 2:2 a 0-3 
Others 3 19 13 13-1 14 17-3 2 1-5 32 68 
Tuberculosis 8: 8 9-9 16 11-9 32 68 
nts 1 2. 2-0 
i 12 2 1-5 3 0-6 
Other diseases and conditions 9 5:7 5 S-1 9 11-1 7 5-2 30 6-4 
Unknown ok 1 06 2 2-5 4 30 7 15 
All causes 157 100-0 | 99 | 100-0 81 | 100-0 135 100-0 472 1000 
* Deaths reported up to January 18, 1950.. 
to be renal. The future holds even greater promise for It is true that the incidence of deaths due to diabetic 


diabetic children, because we believe not only that the 
ARumber succumbing to tuberculosis and coma can be 
reduced but that progress can be made towards decreasing 
the large number of deaths now resulting from complica- 
tions in the kidney. A similar optimistic view has come 
from Boulin’s clinic. 

In Table 1 the causes of death of 472 children are 
recorded in successive periods from 1898 to 1949. Of the 
2,873 diabetic children seen, with onset before 15 years of 


*Aided by a grant from the Life Insurance Medical Research Fund. 
Statistical analyses prepared by Statistical Department, Metropolitan 
Insurance Company. : 


coma has steadily dropped from 86% in the pre-insulin era 
to 9.6% since 1944, while the frequency of~cardiorenal- 
vascular disease has steadily risen from 0.6% to 56.3%. 

Inspection of the cardiorenal-vascular group discloses 
that only two cases of renal disease were recorded prior 
to 1937, but recently the figure has risen to 37%. Angina 
pectoris or coronary disease, likewise, did not appear until 
1937, but since that time has risen from 2.5% to 10.4%. 
Apoplexy was observed only once among these children 
before 1944 and in only three cases since that time. As 
for gangrene, only two deaths were noted among the total 


number. 
4692. 
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Fatal infections rose from an incidence of 6.4% before 
insulin to a peak of 24.7% in 1937-43, but since the intro- 
duction of specific chemotherapeutic agents and antibiotics 
they have fallen to 7.4%. 

The children lived for so short a time prior to the dis- 
covery of insulin that none was recognized as dying from 
tuberculosis until the period 1922-36; and, indeed, until 
this present detailed follow-up of all our cases was made 
we really did not appreciate that since the use of insulin 
the deaths from this cause were as high as 8.1% from 
1922 to 1936, 9.9% from 1937 to 1943, agd 11.9% from 
1944 to 1950. 

Deaths before 1944 are really “water over the dam,” 
but there is plenty to discuss about the most recent deaths. 


Causes of Death of Juvenile Diabetics, 1944-9 
A comprehensive review of the ante-mortem clinical 
records of the 135 patients whose deaths occurred in 1944-9 
has just been completed (Table II). This detailed study was 


Tasue Il.—Revised Table of Causes of Death of Juvenile Diabetics. 
1944-9, Based on Ante-mortem Clinical Records 


Causes of Death No. of Cases % 
Diabetic coma, primary 12 8-8 
Candiorenal-vaen 
a Cardiac 8 5-9 
: Nephritis 70 >80 51-9 >59-3 

Apoplexy 2 1-5 

Infections 8 5-9 

Tuberculosis 15 11-2 

Cancer i 0-7 

1 0-7 
Others 5}? 43 2 

Miscellaneous 5 3-7 

Unknown .. 7 

Total .. 135 | 100 


fi very revealing, and was particularly informative in those 

- 76 cases (Table I) in which death was attributed primarily 

J to cardiorenal-vascular causes, of which only 50 were 

y recorded as renal. There were 13 such deaths assigned to 

ae _ Cardiac disease because of statements on death certificates. 

nn However, we have definite evidence that severe renal dis- 

- eases had existed for many years before the patients’ sudden 

exitus. Most probably this was quite unknown to the 

physician signing the death certificate, for he may never 

have seen the patient before the terminal incident or not 
ap even until after death. 

et Two of the deaths reported on the certificate as due to 

| previous gangrene were really due to advanced renal dis- 

, ease. Likewise, two of the cases classified under deaths due 

y to infections were actually severe infections of the kidney 

4 superimposed upon a chronically diseased renal appara- 

. tus. Three other cases—reported as suicide (based upon 

er suspicion), coma, and apoplexy—were in fact renal deaths. 

Sa Other. changes in our revised classification included one 


case which we deducted from the tuberculosis group because 

4 the osteopath who signed the death certificate told one of 

us he had included tuberculosis on the certificate on hearsay 

evidence only. Four others were similarly erroneously 

; reported, but the errors were perpetuated statistically. Our 
final revisions appear in Table II. 

The information disclosed by this critical analysis of the 
fundamental disease of the patient, as contrasted with the 
reported terminal event assigned on the death certificate, 
we believe to be of great significance. Among the diabetic 
4 children the true complication which we must combat is 
i ' renal rather than cardiac. The early signs and symptoms 

for which we must be ever alert, and for which prophylaxis 
and newer therapeutic aids may be helpful, are those of 


complications in the kidney. These observations are in 
conformity with those published by Fanconi, but they lead 


us to hope that Boulin, with his group of cases of, as yet, . 


shorter duration, may be justified in his more optimistic 
attitude. 
Tuberculosis 


Of the 135 fatal cases among children in 1944-9, there 


were 15 (11.2%) whose lives ended in tuberculosis. In all 
of our patients, young and old, tuberculosis never has 
caused more than 4.9% mortality in any period, and since 
1944 it has been 2.5%. With children the previous highest 
rate was 9.9%, none of the deaths up to 1922 having been 
caused by it, presumably because before insulin the life- 


span of a diabetic child was so short. We are uncertain of _ 


how many of our living children have tuberculosis. 

Six of these 15 deceased children were seen but once, 
either at a single visit to our office or upon their first and only 
stay in hospital. Two of them already had advanced tuber- 
culosis. Most of these 15 cases should have been discovered 
earlier. One had tracheo-bronchial adenitis and another 
had calcified bronchial glands at their first visit, and two 
others had findings suggestive of old healed tuberculosis. 
Having known formerly that one in five of our patients 
who recovered from diabetic coma developed tuberculosis 
within five years, we should have supervised more closely 
the six cases with a history of coma. The diagnosis in 
six cases was first made by us. In nine cases x-ray exami- 
nation was not carried out at the first visit or during the 
first stay in the hospital. In fact, six of the cases saw us 
within six months of the detection of the tuberculosis, and 
we have no comforting assurance of a negative radiograph 
in our files. 

A special, and warning, lesson is to be learned from the 
three cases which were at an excellent charitable tuber- 
culosis preventorium long before the tuberculosis was recog- 
nized. Certainly they were studied for tuberculosis while 
there, but after leaving the institution they were not suffi- 
ciently followed up. We cannot help-wondering what will 
be the fate of the boys and girls who outgrow the sheltering 
care of any diabetic children’s home. Only two of the fifteen 
children were ever treated in a diabetic summer camp. 
All the cases save one came from especially underprivileged 
families. Four of these patients married ; three of them did 
so before the onset of tuberculosis. One patient married 
two years after the onset of her tuberculosis and later 
had one child. In one case pregnancy was interrupted at 
seven months because of tuberculosis, and another had a 
nephrectomy for a tuberculous kidney. 

Yet there is a hopeful aspect to the picture of these 15 
deaths due to tuberculosis in that the average duration of 
diabetes at death was 13.2 years, though the duration of 


~ diabetes since the appearance of tuberculosis was much less. ’ 


If diabetic children can live 13 years with meeeetee, how 
much ~— should they live without it ! 


Diabetic Coma 


Twelve (8.8%) of the 135 deaths in this group of juvenile 
diabetics were directly attributable to diabetic coma. Five 
males and seven females, three of whom were married, 
comprised the group. Six of these patients were known 


to have relatives who were also diabetic. The average age 


at onset of diabetes in these 12 patients was 7.9 years and 
the average duration of the disease before the fatal attack 
of coma was 10.0 years. Thus the fatal complication 
occurred in the group at an average age of 17.9 years. 
No attacks of coma had occurred during the interval 


between diagnosis of diabetes and the fatal episode in seven 
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of these cases. One patient had been grossly neglectful 
and was repeatedly treated for coma before his final attack. 
Information was inadequate in another case. One patient 
had suffered two attacks, and two other patients had each 
been in coma on one occasion~between the onset of their 
disease and their fatal attack of coma. 

It was impossible to determine definite precipitating 
factors in seven of these cases of fatal coma. One patient, 
having previously been in coma, omitted her insulin for 


three days because of an upper-respiratory infection ; coma . 


in one of the cases was reported to have been precipitated 
by complications of pregnancy. Dietary excesses alone or 
associated with the omission of insulin were responsible 
for the onset of coma in two other cases. Advanced 
bilateral pneumonia, unsuspected clinically, was first found 
at necropsy in one case treated at another hospital. This 
patient received much glucose intravenously during the 
course of treatment of her coma and was found to have 
a post-mortem blood sugar of 700 mg. Two of the children 
were severe behaviour problems, one of whom had asso- 
ciated epilepsy and died at a State mental hospital. Four 
of the children attended the diabetic camps during one or 
more summer sessions, but six of the group saw us only 
once. Not one of these 12 patients was treated at the New 
England Deaconess Hospital or seen by any one of our 
staff during their terminal illness. Only three patients were 
seen within twelve months of their final coma, and only 
two others had been seen within three years of their fatal 
illness. Nine of the deaths occurred during the second 
decade of life, two between the ages of 20 and 30, and 
one past the age of 30. 

The usual variety of associated conditions was seen in 
these patients: thus one case each of epilepsy, necrobiosis 
lipoidica diabeticorum, retarded growth, nocturnal diar- 
rhoea, retinitis with generalized arteriosclerosis, xantho- 
matosis, and insulin lipodystrophy were seen. 


Arteriosclerosis 

In general, arteriosclerosis when present in one part of 
the body will manifest itself in the vascular system through- 
out. As a result of this and its major incidence after 
50 years of age the tendency in the past has been to group 
together all patients showing degenerative vascular disease 
under the general heading of deaths due to arteriosclerosis. 
However, a discriminating review of the clinical records of 
the 135 fatal cases in this series has revealed the presence 
of ante-mortem renal damage of considerable degree in at 
least 70 cases, or 51.9% of the entire number. There were 
15 post-mortem examinations in the group of 70 fatal cases. 
The clinical data accumulated on the other 55 patients 
before their deaths clearly indicate that, despite various 
other death-certificate classifications, death was in reality 
due primarily and chiefly to renal disease. The majority 
of these 55 cases showed all three of the most frequently 
seen ante-mortem clinical manifestations of vascular 
nephritis—namely, proteinuria, oedema, and hypertension. 
Twenty-six of these 55 had shown frank uraemia, Records 
available indicated that retinitis was an associated mani- 
festation in at least 60% of this group. 

It was noted consistently in those cases having adequate 
follow-up examinations that the proteinuria invariably 
preceded the elevation of blood pressure, thus strongly sup- 
porting the thesis that the condition was primarily renal 
in Origin rather than attributable to the onset of essential 
hypertension. 

_Most post-mortem examinations of children dying‘ with 
diabetes mellitus reveal a mixture of several types of 


.fenal pathology, including pyelonephritis, intercapillary - 


glomerulosclerosis, and arteriolosclerotic and arterio- 
sclerotic disease. This was strikingly true in the 15 
necropsies in this group. An exception to this general 
finding was, however, a case in which careful microscopical 
analysis failed to show evidence of any kidney lesions 
other than those of chronic glomerulonephritis, despite the 
fact that before her death the patient showed the classical 
symptoms of vascular nephritis and was in clinical uraemia 


- terminally. In this case no arteriosclerotic renal changes 


were evident, although atheromatous changes were described 
in the aorta and coronary arteries. 

Distribution of the cases according to sex seemed irrele- 
vant, since 37 males and 33 females comprised the group. 
It was anticipated that there would be a considerable pre- 
ponderance of females in this renal group because of the 
increased incidence of urinary-tract infections in these 
young girls. Infection, although playing some part in 
the pathogenesis of these renal complications, was far from 
being the entire explanation, though many of these cases 
revealed a history of previous severe urinary-tract or kidney 
infections, but without adequate follow-up studies. 


Cardiac and Cerebral 


Arteriosclerosis, as stated above, is seldom if ever con- 
fined to one organ, but.in the 10 cases in which the changes 
were predominantly localized the heart was involved in 
eight and the brain in two. To say that the heart was not 
affected in the 70 cases of death due primarily to renal 
disease would be untrue, but the functional cardiac impair- 
ment was apparently of far less importance. Three of these 
cardiac patients showed also severe hypertension and pro- 
teinuria, and two of them had clinical nephritis before 
death. In one case at necropsy intercapillary glomerulo- 
sclerosis was present. These eight patients (five males and 
three females) died primarily of cardiac disease complica- 
ting their diabetes, which had been present for an average 
of 22 years. The two cerebral deaths were due to emboli, 
in one case after 26.3 years of diabetes and in the other case 
after 16.5 years of the disease, 

Complications were numerous in the cardiac group. 
Pulmonary tuberculosis was suspected but never proved in 
two cases. Five cases had retinitis proliferans, and there - 
was one instance of necrobiosis lipojdica diabeticorum. 
Severe diarrhoea, presumably on the basis of diabetic 
neuropathy, had occurred in two patients. None of these 
patients died in a Boston hospital, and a necropsy was 
performed in only one case, thus emphasizing our ignor- 
ance of the exact nature of the final illness. Very little 
information was available for review regarding the terminal 
events in these 10 patients whose death resulted from occlu- 
sive cardiovascular phenomena. One was known to have 
been markedly hypoglycaemic for a considerable period 
before his terminal coronary occlusion. The youngest 
patient to have a fatal coronary attack was 21.9 years old, 
and this same girl was also the only patient having been 
seen within two years of her death. In all the other cases 
the patients were last seen at the office or hospital from 
3 to 25 years before the final outcome. 


As shown in Table II, 27 (20%) of the cases were the 
result of accidents, infections, and miscellaneous or 
unknown causes, In seven cases it was impossible to trace 
the cause of death. 

The seven accidental fatalities included a fractured skull 
in an industrial accident, flame burn in a circus fire, a car 
accident, a deer-hunting accident, suffocation in bed during 


are in 
ey lead 
as yet 
9 2 
timistic — 

j 

> 

4 

at 

on 

>), 

Miscellaneous Deaths 
a 


1296 Dec. 9, 1950 


LESSONS FROM FATALITIES IN DIABETIC CHILDREN 


BritTIsH 
MEDICAL JOURNAL 


an epileptic seizure, one drowning, and one suicidal death 
from gunshot wounds. One death resulted from carcinoma 
of the bladder. 

Infections were responsible for eight deaths: pneu- 
monia accounted for four, and systemic infections for 


the remaining four. 
Conclusions 


Above all élse, these 135 deaths of diabetic children 
within the last six years—11.2% from tuberculosis, 8.8% 


from diabetic coma, and 51.9% from renal disease—show - 


that the diabetic with onset of disease in childhood should 
be followed more closely. Only in this way can needless 
deaths be avoided. Continuity of treatment is essential. 
Roentgenograms of the chest should be taken yearly. A 
constant awareness for evidences or incipient signs of renai 
disease must be maintained. Research should be concen- 
trated on the kidney in the young diabetic. The impor- 
tance of post-mortem examinations cannot be too strongly 
emphasized. 

To preserve in comfort and prolong the lives of diabetic 
children the need is paramount for inexpensive and attrac- 
tive opportunities, in children’s and adolescents’ camps, 
and especially in hospitals, of reviewing their physical con- 
dition and promoting morale and zeal for the. continuing 
control of their diabetes. 
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ERYTHROCYTE SEDIMENTATION iN 
ANAEMIA 
BY 


RICHARD TERRY, M.D., M.R.<.P. 


Senior Registrar, St. Bartholomew's Hospi‘a! 


In 1921 Robin Fahraeus introduced his method of measur- 
ing the erythrocyte sedimentation rate (E.S.R.) and, after 
describing the various disorders in which it was increased, 
discussed the factors involved. Most of his findings are 
still widely accepted, especially the view that anaemia had 
an accelerating effect on blood sedimentation. Others 


. studied this problem and also became convinced that 


anaemia, per se, increased the E.S.R. (De Courcy, 1925; 
Meeker, 1925 ; Rubin, 1926 ; Hubbard and Geiger, 1928 ; 
Cherry, 1934). It was soon suggested that the E.S.R. was 
so dependent on the red cell count that it was wholly 
unreliable in anaemia (Hunt, 1929) and that small increases 
in the E.S.R. should be discounted in the presence of 
anaemia (Bannick ef al., 1937). With few exceptions 
further studies have been in. agreement on the effect of 
anaemia and on the need for correction of the increased 
rate, differing only over the best method of making this 
correction. 

The object of this paper is to give certain theoretical, 
clinical, and experimental reasons for believing that the 
E.S.R. is not increased by anaemia, and therefore that 
the observed E.S.R. has the same significance in anaemia 
as in normal blood states. 


Existing Correction Methods 

Some recommend estimation of the E.S.R. in anaemia 
only after the packed cell volume (P.C.V.) has been adjusted 
to normal by manipulation of the blood sample (Hubbard 
and Geiger, 1928; Chung, 1935; Gibson, 1938), others 
after removal of enough plasma to raise the red cell count 
to 5 millions per c.mm. (Walton, 1933; Schuster, 1938). 
Charts have been devised to correct for various haemo- 


globin levels (Gram, 1929) or haematocrit readings (Ern- 
sterne and Rourke, 1930). The latter method was adopted 
by Wintrobe and Landsberg (1935), who constructed a 
chart based on numerous readings on normal blood sampies 
made “ anaemic ” by dilution with their own plasma. Cer- 
tain impossible situations in this chart were pointed out 
by Hynes and Whitby (1938), whose modification is based 
on the same data. Other methods include simple subtrac- 
tion based on the haemoglobin level (Gregg, 1939) and a 
proportional correction depending on the P.C.V. (Della 
Vida, 1947). 

Contrary views have been expressed, but they have been 
weakened by inadequate evidence (Bouton, 1938; Vogt, 
1941) or change of opinion (Gregg, 1937, 1939). Britton 
(1936) concluded that an increased E.S.R. in anaemia indi- 
cated a search for some accompanying disorder, but not 
only did he allow an upper limit of 15 mm. an hour 
(Westergren) for women, accounting for this high figure 
by their lower average red cell count, but he also lent 
support to a correction chart (Whitby and Britton, 1946). 
A number of cases of anaemia with normal E.S.R.s were 
reported by Sugarman (1939), but he gave few details and 
made no comment on correction. Without referring to 
clinical results, and believing that the red cells played an 
entirely passive part in sedimentation, Cutler ef al. (1938) 
opposed correction. 

This opposition has been too indecisive, and the field is 
now firmly held by the supporters of correction. The 
present position remains as described in the exhaustive 
review of blood sedimentation by Ham and Curtis (1938), 
who concluded: “It has been clearly established that 
decrease in erythrocyte concentration causes acceleration of 
the sedimentation rate.” ' 


Fallacies of Correction ” 

Anaemia is not a simple entity. Alterations occur in 
the red cells affecting their number, mass, size, shape, 
uniformity, and haemoglobin content, and these altera- 
tions vary with the cause of: the anaemia, as do changes 
in the plasma proteins. It follows that a single correction 
factor will not be suitable for all forms of anaemia, and 
that consideration of one aspect of ‘the anaemia will lead 
to other aspects being ignored or distorted. Thus adjust- 
ment of the haemoglobin to 100% in an anaemic sample 
may well increase the red cell count to 10 millions per 
c.mm, and the P.C.V. to 60%, while manipulating the 
red cell count of the same specimen to 5 millions per c.mm. 
may leave the haemoglobin at 40% and the P.C.V. at 30% ; 
similarly, adjusting the P.C.V. to normal will not produce 
normality in other respects. 

These methods of “ correcting ” the blood sample before 
estimating the E.S.R. also ignore other changes in the red 
cells. Cutler et al. (1938) maintained that the red cells 


_ played an entirely passive part in sedimentation. It seems 


certain that this view is incorrect. Ham and Curtis (1938), 
by suspending washed red cells of varying size in the same 
plasma, showed that large cells sediment faster than small 
cells. The experiments of Bunting (1939) with cases of 
sickle-cell anaemia are convincing. He found that their 
E.S.R. was greatly increased after reducing the sickling by 
bubbling oxygen through the blood, whereas when about 
50% sickling was produced by using carbon dioxide, 
rouleaux formation and sedimentation were almost 
abolished. 

Plasma protein changes affecting the absolute and rela- 
tive amounts of albumin/globulin fractions and fibrinogen 
vary with the cause of the anaemia, but they are not 
considered in any correction method. 
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That anaemia is not a simple entity therefore casts doubt 
on the whole system of correction. 

Further doubt arises when one examines the construc- 
tion of the most widely used correction chart, that of 
Wintrobe and Landsberg (1935). They diluted specimens 
of normal blood to produce various degrees of “ anaemia.” 
The E.S.R. of each “ anaemic ” sample was then estimated 
and the chart constructed from the results. Their argumefht 
was simply that if a blood sample of normal P.C.V. with 
an E.S.R. of 8 mm. an hour was diluted to a P.C.V. of 25% 
and the E.S.R. thereby increased to 42 mm. an hour, then 
an E.S.R. of 42 mm. an hour in an anaemic patient whose 
blood had a P.C.V. of 25% could be regarded as normal. 
It is apparent that the “ anaemic ” blood samples on which 
the chart was based consisted in fact of normal plasma 
and cells unaltered_in any way except concentration. It 
is therefore difficult to see how this chart is applicable 

‘to anaemia. 

Thus there seem to be reasonable grounds for doubting 
the validity of existing correction methods and also for 
believing that, even if correction were necessary, the com- 
plexity of the anaemias would make it impossible. The 
necessity for correction must now be examined. 

Correction methods rest on the assumption that anaemia 
increases sedimentation. -The grounds for this assumption 
appear to be flimsy. Fahraeus (1921) introduced the con- 
cept of anaemia increasing the E.S.R. at the same time 
that he published his method of measuring sedimentation, 
and it seems that the great value of the test and the excel- 
lence of his report have conferred immunity on his view; 
on the effect of anaemia. He had been impressed by the 
frequent association of anaemia and increased sedimenta- 
tion and, not perceiving that both had a common origin, 
concluded that the increase was due to the anaemia. The 
absence of sedimentation in polycythaemia seemed to con- 
firm this view. When he found that he could increase 
the E.S.R. of normal blood by diluting the sample with 
its own plasma, he regarded the accelerating effect of 
anaemia as proved. Thus was pseudo-anaemia originated, 
and others, repeating the same error, have perpetuated the 
belief that anaemia increases sedimentation. 

Evidence against any accelerating effect of anaemia will 
now be described. 
mentioned will have been estimated by the Westergren tech- 
nique, using 0.4 ml. of 3.8% sodium citrate to 1.6 ml. of 
blood in a 200-mm. tube. The advantages of the Wintrobe 
technique are appreciated, but the. Westergren method is 
still the most widely used. For similar reasons haemo- 
globin levels are given as % Haldane. 


Range of Normal E.S.R. 
There is considerable variation in the figures given for 
the normal E.S.R., but an upper limit of 10 mm. an hour 
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SEDIMENTATION RATE (WESTERGREN) mm. per hr 


Fic. 1.—Percentage distribution of normal E.S.R.s in non 
men and women. “ 


PERCENTAGE OF CASES 


Unless otherwise stated, all E.S.R.s. 


agrees with most accepted figures. Fig. 1 shows the per- 
centage distribution of E.S.R.s of.10 mm. per hour or less 
among 367 healthy women and 228 healthy men encoun- 
tered during the present investigation, both groups having 
haemoglobin values above 86%. 

The mean E.S.R. for the women is 4.72 mm. an hour 
(twice standard error = + 0.22), with a modal E.S.R. of 
3 mm. an hour; while for the men the mean E.S.R. is 
3.82 mm. an hour (twice standard error = +0.26) with a 
modal E.S R. of 2 mm. an hour. Thus there is a highly 
significant difference. 


Range of E.S.R. in Simple Hypochromic Anaemia 
«The percentage distribution of E.S.R.s between | and 
10 mm. an hour found in 367 women with Hb values above 
86% and in 160 women with Hb levels of 86% and less 
is shown in Fig 2 
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Fic. 2.—Percentage distribution of normal E.S.R.s in anaemic and 
non-anaemic women. 


' Of the 160 cases, the Hb levels were between 86% and 
77% inclusive in 86, between 76% and 67% inclusive in 
27, and 66% or less in 47. The anaemia was of a benign 
origin in every instance. 
anaemic group is 4.72 mm. an hour (twice standard error 
= +0.22) and of the anaemic group 4.79 mm. an hour 
(twice standard error = +0.30). The modal E.S.R. is 
3 mm. an hour in both groups. 

The absence of any significant difference is considered 
to be evidence against anaemia having any accelerating 
effect on the E.S.R 

A further conclusion suggested by these two distribution 
charts is that the higher E.S.R. of women is due to factors 
other than their lower average red cell count. 

A similar comparison ‘between anaemic and non- 
anaemic groups of males is not presented, simply because 
insufficient cases are available, anaemia of benign origin 
being so much less common in men. 


Normal Sedimentation in Anaemia 


Whatever theoretical grounds exist for thinking that 
anaemia has no accelerating effect on sedimentation, it is 
essential to determine whether normal E.S.R.s do in fact 
occur in significant anaemia. During this study 60 instances 
have been encountered and are detailed in Tables I and 
II. Table I shows the full blood counts of 30 patients 
with haemoglobin levels below 60% and E.S.R.s of 9 mm. 
an hour or less. Table II shows a similar group in which 
the indices were not estimated. All the cases were women 
except Nos. 58, 59, and 60. Without exception the anaemias 
were secondary to simple blood loss, usually menstrual and 
never neoplastic” 

Clearly hypochromic anaemia. does not inevitably 
increase sedimentation. 


The mean E.S.R. of the non- — 
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Taste I.—Full Blood Counts of Patients with Haemoglobin Levels 
Below 60% and E.S.R. of 9 mm./hr. or Less 


Case No.| E.S.R. R.B.C. P.C.V. | M.C.H.C.| M.C.V. 
1 8 21 3-2 18 16 56 
2 2 24 26 17 20 65 
3 5 36 3-2 22 16 C3) 
4 6 36 3-6 25 20 @ 
5 3 38 $3 28 19 53 
6 5 38 30 25 21 83 
7 6 38 4-2 26 20 62 
8 8 40 48 29 19 61 
9 2 44 43 30 21 68 
10 2 4a 41 hae 20 16 
ll 3 44 43 31 20 74 
12 5 at 41 26 24 ot 
13 7 44 43 28 22 a 
14 9 44 49 ar: 22 55 
15 1 46 39 28 22 71 
16 2 46 47 33 19 72 
17 3 46 5-0 30 21 60 * 
18 5 46 3-7 32 20 86 
19 5 46 5-1 34 19 68 

20 3 48 3-7 27 24 72 
21 6 48 5-0 32 20 64 
22 3 50 3-8 34 20 90 
23 4 50 3-5 29 23 82 
24 7 50 33 32 21 98 
25 2 54 43 31 24 72 
26 4 54 3-7 29 26 78 
27 2 56 31 27 29 87 
28 4 » 56 5-0 41 19 80 
29 8 56 47 35 22 74 
3» 3 58 43 35 23 80 
Taste Il.—Group of Patients Similar to Table I, But in Which the 
ndices Were Not Estimated 
Patient E.S.R. | Hb% | R.B.C. || Patient | E.S.R. |. Hb% | R.B.C. 
31 3 42 $1 46 6 58 — 
32 6 44 23 47 8 58 5-2 
33 8 44 — 48 9 58 _ 
34 2 46 3-4 49 4 60 SI 
35 5 46 3-4 50 5 6 43 
36 6 48 2-5 51 5 60 49 
37 7 48 42 52 5 tt) 45 
38 6 50 49 53 6 6 49 
39 8 50 4-7 54 7 6 4:8 
40 6 52 55 2 
41 3 54 48 56 3 tet _ 
42 7 54 3-8 57 3 64 — 
43 6 56 a 58 5 38 _ 
44 = 56 . 45 59 6 39 a 
45 5 58 60 1 50 


Slightly Increased Sedimentation in Anaemia 


If these arguments are correct, slight increases in the 
E.S.R. should be significant even when there is marked 
anaemia. Table III is presented in support of this view. 


Taste III.—Slightly Abnormal E.S.R.s in A 


61 | 15 |} 23 | 35 | 20] 16 | 56 | Atrophic gastritis 
62 | 12 | 26 | 3-2 | 20; 18 | 62 | Bronchitis. T. 99-8° F. (37-7° C.) 
63 | 12 | 32| 39 | 26] 16 | 67 | Dentalsepsis. T. 99° F. (37-2° C.) 
64 | 9/36) 45 | 27] 19 | 60 | Ulcerative colitis 
65} 18} 38 | 3-4 | 25| 21 | 74] Carcinoma of ) 
66} 15|40| 39 | 24] 23 | 62 tosis (? cause). 17,500 
| 15 | 44] 41 | 30] 20 | 73 | Bilateral phthisis 
68 | 11 | 46) 47 | 29) 21 | 61 ‘onic phthisis. T. 99-6° F. (37-55° C.) 
69 | 11 | 48) 35 | 26) 24 | 74 laena. W.B.C. 13,000 
19 | 48); 35 — | — | Thrombophlebitis migrans 
71} 11 | 50 | 3-2.| 26 | 81 | Cirrhosis hepatis 
30| 38 | 90| 23 | 76 | 
‘ost 
| 42 | 31} 22 |,73 | T. 99° ? cause ) 
75 | 12} 48 | 35] 21 | 73°} Recent infective hepatitis 
is|@| 38 27 | 80 | Pregnancy Grd m 
78} 18 | 60) 50 | 36| 23 | 72 | Bact. coli pyelitis 
79 | 16162) 38 | 33 26 | 85 | Subacute ap 
80 15 | 64) 45 — | — | Advanced phthisis 


In each case an abnormality usually associated with an 


increased E.S.R. was present, though the cause was some- - 


times obscure. It is emphasized that during this investiga- 
tion no case of hypochromic anaemia with raised E.S.R. 
has been seen in which there was not good cause for that 
increase. 


‘ 


Grossly Increased Sedimentation in Anaemia 


When there is gross acceleration of the E.S.R., anaemia 
with its reduced P.C.V. will delay the packing phase of 
sedimentation and so permit a greater fall over a period 
of time than if the P.C.V. were normal. The longer the 
packing phase is delayed the more accurate the reading 
with the Westergren and Wintrobe methods of estimating 
the fall in a specific time. But when the E.S.R. is assessed 
by the time required for a fall of specific length (Linzen- 
meier, 1920), or by the rate during the phase of constant 
sedimentation (Cutler, 1932), the effect of the packing phase 
is specifically eliminated. Thus there seems to be no indi- 
cation for correction of high E.S.R.s in anaemia. 


‘Antisedimenting Effect of Anaemia 
Among the cases shown in Table III were many in which 
the E.S.R.s were less than might have been anticipated from 
the severity of the associated disorder, especially Cases 68 


and 80, both of which had extensive bilateral phthisis, and - 


Case 79, in which ulcerative colitis, though healing, was 
still causing four to six loose stools a day. 

Further support for this antisedimenting effect is given 
by the behaviour of the E.S.R. in Cases 61, 63, 69, and 76. 
In these patients as the anaemia responded to treatment 
the E.S.R. increased, without clinical evidence of increased 
activity of the disorder responsible for the abnormal sedi- 
mentation (see Table IV). 


Taste IV.—Behaviour of E.S.R. During Treatment of Anaemia 


Before Treatment During Treatment 
Case No. 
E.S.R. Hb% E.S.R. Hb% 
61 15 23 19 44 
63 12 32 78 
69 11 48 35 70 
16 14 56 18 68 


Consideration of the effect of the sodium citrate content 
of the Westergren blood sample also suggests that the sus- 
pension stability of the red cells in anaemia is increased. 
Ham and Curtis (1938) demonstrated in experiments on 
haemophiliac blood that sodium citrate has a marked 
retarding effect on sedimentation. Now, the addition of 
one part of 3.8% sodium citrate to four parts of normal 
blood (P.C.V. = 45%, say) in the Westergren technique 
results in a concentration of 1.2% sodium citrate in the 
plasma. In the case of anaemic blood (P.C.V. = 25%. 
say) there is a final concentration of 0.95% in the plasma 
of the Westergren specimen. Thus when a normal E.S.R 
is present in anaemia (see Tables III and IV) it occurs in 


spite of a lower sodium citrate concentration than in. 


normal specimens and therefore in spite of a smaller citrate 
retarding effect. 
During this study observations have been made on the 
effect of diluting Westergren blood samples with their own 
citrated plasma. The retarding effect of sodium citrate 
was best seen in dilution experiments on polycythaemic 


blood (P.C.V. = 75%, say), in which the sodium citrate 
’ concentration in the Westergren specimen is 1.9% and the ‘ 


E.S.R. is normally zero. If one representative dilution 
experiment on polycythaemic blood, 75% dilution of the 


sample with the citrated plasma resulted in an increase of ‘ 


the E.S.R. to 3 mm. in one hour and 11 mm. in two hours. 
compared with 40 mm. in one hour and 95 mm. in two 
hours when the same dilution experiment was carried out 
with a Wintrobe sample. Wintrobe’s dry oxalate mixture 
produces no alteration in sedimentation rate (Wintrobe and 
Landsberg, 1935 ; Ham and Curtis, 1938). 
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In every dilution experiment in this study on normal 
blood, dilution has resulted in marked acceleration of sedi- 
mentation, confirming the findings of Fahraeus (1921) and 
many others. However, in every experiment on anaemic 
blood similar dilution has resulted in less acceleration of 
the E.S.R. than in the normal specimens (comparing 
samples of identical E.S.R. before dilution). | Now in 
these anaemic samples there is a smaller concentration of 
red cells and dilution is carried out with plasma containing 
a lower concentration of sodium citrate (see above). For 
these two reasons one would expect that dilution of 
anaemic samples would show a greater acceleration of sedi- 
mentation than -dilution of non-anaemic samples. That 
there is in fact less acceleration is felt to be further evidence 
of the increased suspension stability of the red cells in 
anaemia. ; 

Table V shows the increases in sedimentation with 
various dilutions of blood samples with haemoglobin levels 
of 136%, 100%, and 58%. These results are representative 
of repeated similar experiments. 


TABLE V.—Effect of Dilution on Westergren E.S.R. 


Dilution 

Hb% BS.R. 
Nil 25% 50% 15% 
136 In } 0 0 3 
100 one 4 9 15 20 
58 { hour 4 7 10 15 
136 In 0 1 3 5 
100 { two } 10 23 40 55 
58 hours 12 20 30 40 

Discussion 


With a wealth of authoritative opinion in support, correc- 
tion of the E.S.R. is now generally believed to be necessary 
and is widely practised. When such corrections are made, 
minor abnormalities of the E.S.R. are converted to normal 
and any possible significance is lost. When the E.S.R. is 
raised in the presence of anaemia the elevation is usually 
disregarded because “the E.S.R. goes up in anaemia,” 
When a patient is found to be anaemic the E.S.R. is often 
not estimated, since “it will be up anyway.” 

On the contrary, this study suggests that the E.S.R. in 
hypochromic anaemia of simple origin has the same limits 
of normal as in non-anaemic blood and that minor increases 


in the E.S.R. in anaemia are of at least the same significance 


as similar increases in normal blood. The E.S.R. has its 
limitations like any other clinical test, but anaemia is not 
one of them. 

It is, however, a little unexpected to find normal sedi- 
mentation rates associated with marked anaemia, since dilu- 
tion of normal blood undoubtedly increases the rate. It 
has been pointed out that the red cells are not entirely 
passive in the processes of sedimentation. . It may be that 
the small abnormal cells of hypochromic anaemia resist 
rouleaux formation, or that the plasma of anaemia is 
deficient in rouleaux-forming properties. 


Summary and Conclusion 

Reasons. are given for doubting the current view that the 
E.S.R. in anaemia requires correction. 

The impossibility of correction and the fallacies of correction 
methods are discussed. 

The distribution of E.S.R.s in 367 normal women was found 
to be identical with that in 160 women suffering from hypo- 
chromic anaemia of benign origin. The modal E.S.R. in both 
groups was 3 mm. an hour. ‘ 


The modal E.S.R. in 273 normal men was found to be 2 mm. 
an hour. This finding is thought to indicate that the higher 
average E.S.R. of women is due to some factor other than their 
lower average red cell count. 2 : 

In 60 patients with haemoglobin values between 21% and 


60%, E.S.R.s ranged between 1 and 9 mm. an hour. It is 


therefore evident that anaemia does not increase the E.S.R. 

In 20 patients with haemoglobin levels between 23% and 
64%, the E.S.R.s were between 9 and 19 mm. an hour. 
Adequate reasons for the raised E.S.R.s were present in all, 
indicating the significance of small increases in sedimentation 
in anaemia and emphasizing the dangers of correction. 


Evidence is outlined for believing that the suspension stability - 


of red cells is increased in anaemia. 
These findings refer to the Westergren E.S.R. Similar but 
insufficient observations suggest that they also apply to the 
Wintrobe E.S.R. 
Hypochromic anaemia neither invalidates the Westergren 
E.S.R. nor necessitates correction. 
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Nearly 15,000 more hospital beds are now available for 
patients in England and Wales than before the National Health 
Service began in July, 1948. This brings the number of staffed 
beds to 470,000, out of a total of about 514,000. Hospital 
nursing and midwifery staff has increased by 24,000—16,000 
more full-time and 8,000 more part-time. Increases have been 
recorded among all grades, including student nurses, midwives, 
and pupil midwives. There are now 7,000 more student nurses, 
the total having risen to 49,000. This is a new record. Total 
full-time hospital: nursing and midwifery staff is now nearly 
135,000, and part-time 25,000. The increase in staff has enabled 
many more hospitals not only to bring empty beds back into 
use but to introduce as well a 96-hour fortnight and to improve 
working conditions generally. These figures were issued by 
the Ministry of Health early in November, and cover the 
period July 5, 1948, to June 30, 1950—the first 24 months of 


the Service. 
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PSYCHOLOGICAL TREATMENT IN SKIN 
DISORDERS 


WITH SPECIAL REFERENCE TO ABREACTIVE 
TECHNIQUES 


BY 
H. J. SHORVON, M.B., B.S., D.P.M., D.A. 
A. J. ROOK, M.A., M.D., M.R.C.P. 
AND 


D. S. WILKINSON, M.D., M.R.C.P. 


(From the Departments of Psychological Medicine and of 
Diseases of the Skin, St. Thomas's Hospital) 


During the last 30 years there has been an increasing 
realization of the place of psychological factors in the 
production or precipitation of certain skin disorders. 
Pioneer contributions to the subject were made in 
England by O’Donovan, and in America by Stokes. 
MacKenna (1944) attempted to correlate personality 
types with certain skin reactions, and Klaber and 
Wittkower (1939) and Wittkower (1946) have studied 
series of patients with specific skin disorders in an 
endeavour to assess the importance of psychological 
factors in their pathogenesis. Gillespie (1938) and 
Sulzberger and Zaidens (1948) have dealt with the prob- 
able psychological mechanisms involved. Useful general 
reviews of the growing literature on this subject have 
been published by Stokes (1932), Klauder (1936), and 
Wittkower (1948). 

We are impressed by the relative lack of emphasis on 
treatment and by the paucity of detail on methods 
employed and the results achieved. 

The tendency has so far been for seiaihilaititn to treat 
cases referred from dermatologists by systematic long- 
term individual or group psychotherapy, but because of 
its time-consuming nature this method is necessarily 
limited to few patients’ Treatment by “drug abreac- 
tion” offers an alternative method, having the advantage 
of taking up much less time and so allowing for the 
treatment of many more patients. y 

It is universally recognized that the free discussion of 
significant events, or “getting things off one’s chest,” 
may result in some relief of pent-up tension. The thera- 
peutic value of a mere recital of unpleasant experiences 
is slight; but, as Freud and others observed, if the 
revived traumatic incidents are relived with emotional 
intensity and vividness (or,-in other words, if the patient 
“abreacts”’) a striking release and relief of tension may 
occur. The term “abreaction” was originally applied 
to the recalling and reliving of repressed events, but has 
for some time been given a wider interpretation to include 
both conscious and. unconscious material. Its essential 
feature is the excitement attained during the discharge 
of emotionally laden ideas and incidents, and our tech- 
nique is to stimulate further and to facilitate the release 
of this excitement by the use of drugs. The more intense 
the emotion aroused and its release, the more successful 
the abreaction. 

Irrespective of its cause, tension is present in many skin 
disorders. Since in many patients its relief results in the 
amelioration or disappearance of the skin condition, we 
considered the use of abreactive techniques in the treat- 
ment of 50 dermatological patients. The results so far 
obtained seem to us of sufficient interest to warrant this 
communication. : 


The results of treatment in the 50 cases may be classified 
as follows: in 21 the skin cleared (but 3 have relapsed 
within one year) ; ; in 22 the skin condition a : 
and in 7 there was no change. 


Of the seven who showed no change, one was psychotic; 


one a woman of 65, two discontinued treatment, and three 
others are still under treatment. 

It will be realized that this does not represent a final 
or complete analysis. The patients whom we treated by 
abreaction Were suffering from a variety of skin conditions, 
Moreover, this series was experimental in the sense that 
different intensities and lengths of treatment were used. 
It must be stressed also that the patients had been selected 
in the first instance by dermatologists as being suitable for 
this form of therapy and that the promising results must 
in part be attributed to this. For that reason we shall 
emphasize the criteria to which we have ‘strictly adhered 
in our more recent cases. 

Our present results give an approximate impression only. 
After a longer follow-up period we hope to publish a 
detailed analysis, in which due attention can be given to 
such obviously important factors as the type of skin condi- 
tion, its chronicity, and the nature and duration of previous 
treatment. 


Selection of Cases 


Abreactive techniques have been applied by us to a wide 
range of skin disorders, and from our experience and find- 
ings we have attempted to determine some practical criteria 
for the selection of suitable patients by the dermatologist. 
In assessing this, one point requires emphasis. Not all 


-_patients whose skin eruptions are psychologically deter- 


mined require this particular method of psychological treat- 
ment. Many will respond to superficial psychotherapy, or 
similar methods within the power of the general. practi- 
tioner or dermatologist, whereas some may need other 
specialized forms of psychological therapy. 

Our criteria for the selection of patients are: (1) The 
cutaneous reaction is one in which either a psychological 
cause is generally accepted or one in which it seems likely, 
from a combination of positive psychological and nega- 
tive organic findings. (2) The disorder is of sudden onset 
or apparently related to a specific, emotionally traumatic 
incident. (3) The patient should preferably be under the 
age of 40. (4) The patient must be psychologically acces- 
sible, psychotics and defectives being obviously unsuitable. 

In occasional patients the skin disorder, although not 
obviously determined by psychological factors, may, 
because of associated psychological disturbances, be 
expected to benefit from non-specific abreactive treatments. 


Technique 

We have used intravenous barbiturates, such as sodium 
amytal or thiopentone, ether, intravenous methylamphet- 
amine hydrochloride (“ methedrine ”’), and a carbon dioxide 
mixture, alone or in various combinations, to facilitate 
emotional release. An intravenous barbiturate alone has 
littie part to play in the abreaction of skin disorders, though 
Sargant and Slater (1940), when treating battle casualties 
after Dunkirk, recognized its value in certain cases with 
tension due to recent trauma. They found that the induced 
emotional outbursts were often effective in breaking up the 
recently acquired neurotic patterns of behaviour. It is much 
more difficult to bring about an excitatory abreaction under 
intravenous barbiturates in chronic cases, and most 
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dermatological patients requiring psychological treatment 
fall into this group. In an ancillary capacity barbiturates 
can, however, occasionally be used to relax an apprehen- 
sive patient before an ether or carbon dioxide abreaction 
is attempted, or to reinforce the effect’ of methylamphet- 
amine hydrochloride. They also have some value in 


Summary of Cases 


Case ersonality 
Age | Sex Diagnosis Result 
No. . Traits or Psy- 
History | chiatric State 
1 34 M_ | Psoriasis 2 yrs Obsessional + 
2 23 M | Pruritus ani a Mildly se Cleared* 
siona 
~3 34 M Urticaria Anxious ‘i+ 
4 24 F Seborrhoeic - 4 Anxious. Para-| Cleared 
eczema noid trends 
matitis (present 
attack) 
6; @ M | Neuroderma- | 3 yrs Obsessiona! | No change 
titis (discontinued 
treatment) 
7 40 M | Pruritus ani 4 ,, # + 
8 30 M Cleared 
| M | Neuroderma-| 5S ,, 
titis 
10 28 M | Pruritus ani Se a Mildly obses- | + 
sional 
2; 3 M | Neuroderma-| 4 ,, Mildly obses- | Cleared 
titis sional (relapsed 
13 34 M |! Prurigo 8 Mildly obses- | Cleared 
sional psy- | (relapsed) 
chopath 
14 27 M | Hyperhidrosis | 1 yr Hysteric Cleared 
15 27 M | Urticaria 4 yrs Psychopath + 
16 | 50 M | Psoriasis 20 + 
itus vulvae! yr. ” 
19 25 F sgt A 4 yrs Hysteric Cleared 
‘2 | 22 | 7 No change 
21 29 M | Atopic der-/| 10 ,, Mildly obses- 
matitis sional 
22 37 M ani Obsessional! + 
ruritus 
3 49 M Lichen planus} 3 ., } » Cleared 
24 29 F ruritus vulvae| 13 ,, Hysteric ne 
25 33 P Neuroderma- | 8 ,, Obsessional. i 
titis Paranoid 
traits 
26 42 M sa 12 (i) Anxious Cleared 
(ii) Defective | (relapsed) 
27 35 FP Proritus vulvae| 10. obses- | No change 
si 
2 | 45 Neuroderma- | 2 Cleared 
titis 
Urticaria Cleared 
| F {Pronasis 3m ns} Hysteric 
3» 50 M czema 5 yrs. Mildly obses- 
sional 
52 M_ | Seborrhoeic 20 «,, Anxious + 
eczema 
32 32 F Acne rosacea | 1! gr. _ + 
33 30 F Neuroderma-| 1 ,, Hysteric + 
titis 
44 65 F Pruritus vulvae! 5 Anxious No change 
35 32 M | Angioneurotic if * Cleared 
oedema 
%6 22 F Hyperhidrosis | 1 yr Anxious + 
(discontinued 
37 28 F Acne urticata | 3 yrs. Psychopath + 
38 45 M | Pruritus ani ms Obsessional Cleared 
39 44 M | Cheiropom-| 4 ,, Obsessive hys- . 
pholyx teric 
0 29 M | Psoriasis  « Mildly obses- | + 
4 45 M | Erythematous| 3 ,, Clearea 
dermatitis of 
face 
4 vulvae Obsessive 
2 32 F Neuroder-| 4 ,, hysteric e 
matitis 
4 | 27 | M rticaria i Mildly obses- | + 
sional 
“4 | 26 F | Dermograph- | 7 ,, path No change 
ism 
45 | 20 F | Abnormal ow Anxious ~ 
blushing 
| 35 | euroderma- | 4 ,, Mildly: obses- No change 
iti (discontinued 
treatment) 
7” | 4 | M c.. 3 mths. Paranoi oid psy- | No change 
48 | 34 | | Dyshidrosis li yrs. | Hysteric + 
49 | 32 F | Prurigo ' Be Anxious > 
50 | 35 | M | Generalized aes - Cleared 
prurigo 


* “Cleared” = When the skin condition completely dieappears and hes so far not 
Tecurred. -+- = When i improvement occurs in the skin condi 
Pruritus (which occurred 


ition or in associated 
of 


special instances, such as the uncovering of an amnesia 
or the preliminary breaking-down of a reticent patient's 
inhibitions. ~ 

An intense excitatory abreaction with the release of 
tension, anxiety, and aggression can often be induced with 
ether even in long-standing cases. Our technique has been 
fully described in previous papers by Sargant and Shorvon 
(1945) and Shorvon and Sargant (1947). Briefly, incidents 
of emotional significance are selected from the patient's 
past history and used to start off the abreaction. He is 
excited under light ether (far short of anaesthesia) with 
an open mask, and then encouraged to take himself back 
to the situations in which these events have occurred. 
Should he succeed in doing so, his voice becomes louder 
and he begins to abreact, behaving as though the events 
were happening at that moment. He is deliberately encour- 


aged to shout, cry, and struggle, and the physician is on 


the alert to play on incidents of high emotional content 
which may become evident for the first time only during 
the abreaction. It is not always necessary to abreact 
specific incidents accurately, and in practice one may 
deliberately distort events if by so doing an even greater 
excitement or anger results. The patient experiences a 
marked .easing of tension if the abreaction has been a 
success. Many patients, however, fail to abreact under 
ether, particularly those with marked obsessional trends 
in their make-up. They tend to answer in the past tense, 
in an impersonal manner, and are acutely aware of their 
surroundings. 

For such patients, iano intravenous injections of 
methylamphetamine hydrochloride, 25 to 30 mg., can be 
very useful (Simon and Taube, 1946; Sargant, 1948). A 
pleasantly relaxed: feeling with mental ‘calm, euphoria, and 
confidence soon sets in. “ It increases the clarity of things ” 
and “the brain races away as in insomnia.” If encour- 


aged, the patient exhibits a pressure of talk and accelera- 


tion of ideas with a lack of reserve. The loquaciousness 
may continue for many hours, particularly if the effect is 
reinforced by sodium amytal (3 to 6 gr.—0.2 to 0.4 g.). 

As one patient said, “It gives me the desire to get rid 
of the junk in my mind,” and much valuable and pre- 
viously inaccessible material may pour out in a short time. 
This facilitation may be punctuated by emotional outbursts, 
especially if an ether mask is applied when traumatic events 
are discussed. The total effect is that of a prolonged 
moderate abreaction or, in other words, a prolonged state 
of excitation in full consciousness. We have encountered 
no untoward side-reactions, but the pulse rate is often 
accelerated, the blood pressure is raised, and there is some 
thirst and dryness of mouth. 

Since 1947 experiments have been made by Sargant, and 
later by other members of the psychiatric department of 
St. Thomas’s Hospital, in the application of Meduna’s 
(1948) carbon dioxide inhalation’ technique to facilitate 
abreaction. This technique, with modifications, is to be 
reported in a paper by Marshall, Sargant, and Shorvon 
The inhalation mixture consists of 30% carbon dioxide 
and 70% oxygen, and is a rapid and safe method that can. 
easily be given in an out-patient department. The treat- 
ment is usually carried out two or three times a week, 
and, as a rule, at least 20 are required. We have found 
it useful in pruritus ani, lichenified neurodermatitis, and 
Besnier’s prurigo, but the results have been inferior com- 
pared with cases treated by abreaction under ether or 
methylamphetamine hydrochloride. It can, however, be 
of distinct value if used to attain the end-point of an 
ether abreaction in which the patient failed to reach a 
climax of excitement. The patient is thereby relaxed ‘and 
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may experience much relief. If successful there is a gradual 
lessening of tension with an easing of skin irritation. 

We have employed abreactive techniques in the treat- 
ment of more than 50 dermatological patients (see Table) 
and the following cases illustrate some of the points we 
wish to bring out. 

Case 9 


A man aged 33 gave a five-years history of extensive exuda- 
tive neurodermatitis of the arms, legs, and back. It began soon 


- after his landifig in Burma in 1944, first on the left elbow and 


then on the back of his legs. The itching was intense. Lotions, 
ointments, sulphonamides, and x-ray treatments were tried, with 
ttle effect. Since demobilization he felt “ full of frustrations ” 
and was unable to keep up with his work. He is an obsessional 
individual with phobias and “thousands of compulsions,” and 
declares he is never relaxed. He joined the Regular Army in 
1937 and was a corporal at the outbreak of war, but in a few 
years rose to the rank of major in a glider regiment. He knew 
of no immediate precipitating cause of his eruption, but stated 
that he went through a worrying time at O.C.T.U. in 1942 and 
had only four days with his wife after their marriage in 1943 
before they were separated by their respective duties in the 
Services. He was treated by ether abreactions, at first twice 
weekly and then once a week. . 

In the first treatment he did not abreact, but gave further 
details of his history. In the second treatment there was some 
abreaction over-a glider crash in which he was involved four 
months before going to Burma. However, he abreacted 
violently on the subject of a woman living in the flat below 
who irritated him beyond measure because of her objection 
to the slightest noise. He had to remove his shoes at night 
and see to it that his child was quiet. After this abreaction he 
said he felt happier than he had been for months, but he still 
had some skin irritation. In the third abreaction there was a 
marked release of aggression in regard to this woman, and 
also concerning his employer, whom he blamed for constantly 
increasing his work. In the ensuing week his wife said he was 
a different man to live with, and no longer “ flew off the handle 
at the least thing.” The irritation was negligible and the skin 
condition was much improved. The fourth abreaction was on 
similar lines and he felt “on top of the world,” but suffered a 
slight setback after appearing before a medical board. 

In the fifth abreaction he displayed little emotion when 
describing in detail the death of his friend in the glider crash, 
nor when he related the shock he experienced on a further 
occasion. He had watched the departure of three friends for 
Burma in a plane in which he was prevented from travelling 
at the last moment.and soon after learned of their death when 
the plane hit a mountain. Again, however, there was a violent 
outburst over his neighbour. The same happened in the sixth 
abreaction, and he now “ceased to kick and snarl or lose his 
temper when things went wrong.” The greatest abreaction 
took place at the seventh treatment. On the way.to Burma 
the patient landed at Cairo and expected to meet his wife, who 
was serving in Egypt in the W.A.A.F. about a hundred miles 
away. The wing-commander refused him permission and he 
was sent on to Burma, yet other men who had been waiting 
for a plane for some weeks could easily have changed with 
him. The eighth abreaction was mainly concerned with the 
wing-commander and his neighbour, but he then began to talk 
of his wife’s commanding officer in Egypt, who had apparently 
made several attempts to get into her tent at night. “TI wish 
I could get at him. She wrote and told me about it before I 
left for Burma.” The ninth and final abreaction was similar. 
He. claimed that he “felt a new man,” that little annoyances 
passed him by, and that he had infinitely more patience. After 
six weeks the skin lesions had regressed to such a degree that 
for the first time for a year he was able to walk with comfort. 
He put on 21 Ib. (9.5 kg.) in weight in the next six months ; his 
skin cleared and has remained so for over a year. 

This case is of interest in’ that the patient, although 
obsessional, abreacted under ether. This is unusual with 
obsessionals. There was a gradual unfolding of incidents 


' causing tension and aggression prior to the onset of the 


skin eruption, but the abreactions were non-specific in the 
sense that much use was made of situations occurring 
long after the skin trouble began. The treatment consisted 
of a general release of tension and aggression. 


Case 24 


A woman aged 29 complained of generalized pruritus together 
with pruritus vulvae et ani. This began in 1937 and was persis- 
tent till 1943. It began again in 1948. The irritation started at 
the age of 17 when a boy of whom she was very fond, and 
with whom she had been going out for 18 months, suddenly 
left her for another girl. “I did not get over it.” She had 
received many forms of treatment without relief. She married 
in 1941, but the irritation continued throughout her pregnangy 
in the following year. The symptoms cleared when her husband 
went abroad in 1943, but returned when she began to work in 
her husband’s office in 1948. She had had all the accepted 
methods of treatment, including x-ray therapy, and also sedation 
with barbiturates and antihistaminics. 

From her own account she was a nervous, worrying, bad- 
tempered type and was somewhat hysterical and mildly obses- 
sional. For the unhappiness of her marriage she blamed her 
inability to forget her first boy friend. She experienced no 
sexual satisfaction. She was hostile to her child and felt that her 
husband did not trust her, and that for this further reason he had 
placed her in his office, where he, moreover, paid marked 
attention to the other girls. 

In the first ether abreaction she cried a good deal over her 
love for her former boy friend, Wally, who liked flirting but 
“ did not insist on intercourse.” He failed in his marriage and 
attempted, during her husband’s absence overseas, to get her 
to live with him. They indulged in kissing and masturbation, 
and she was symptom-free during this period. Her pruritus 
was worse after the abreaction. A second ether. abreaction in 
the same week was much the same, and produced no improve- 
ment. One week later she was given an intravenous injection 
of 30 mg. methylamphetamine hydrochloride. She now stated 
that since the recurrence of pruritus vulvae in 1948 she had 
not had intercourse with her husband. She admitted that 
during his absence abroad she made every effort to persuade 
Wally to leave his wife and come to her. Her husband, on 
embarkation leave, intercepted a letter from Wally and “had 
a colossal row with her and ceased to trust her.” After this 
abreaction there was a marked easing of panies for some 
days. 

After a further week she was given entities intravenous 
injection, and she discussed the many neurotic symptoms of 
her early years and her maladjustments at home. She showed 
a marked hostility to her mother, who was exasperating and 
fault-finding. She said that her pruritus recurred in 1948, when 
she found her husband was happy in his office but not at home. 
After this abreaction she felt much calmer and decided to 
leave her husband and child “ while she straightened things out 
in her mind.” 

The third methylamphetamine hydrochloride abreaction was 
largely concerned with her attitude to her husband and 4 
general discussion of her life-situation. From this time her 
tension eased and she returned to her husband and is now 
leading a normal life with little or no pruritus. 


This case illustrates the common history of frigidity met 
with in many patients with pruritus vulvae and the indica- 
tion that the pruritus is a defence against sexual inter: 
course. We have often noticed that pruritus ani in womed 
may precede or be associated with pruritus vulvae, as if 
this case. It is significant that her symptoms cleared a 
soon as her husband went overseas. It also illustrated the 
successful use of intravenous methylamphetamine hydro 
chloride where ether abreactions failed. Inadequate emo 
tional release sometimes results in an increase of tension 
as happened with this patient under ether, but a successfl 
release was accomplished by the use of intravenow 
methylamphetamine hydrochloride. 
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Case 8 

A man aged 30 complained of persistent pruritus ani for 
nine years, beginning almost immediately after the evacuation 
of Dunkirk. Various local applications had been tried with 
very little or no success. He stated that after much stress he 
got away from Dunkirk in an overcrowded boat which was 
bombed and machine-gunned, and then capsized. He mariaged 
to swim back to the beach and was eventually evacuated to 
England, where he experienced disturbing battle dreams and 
jumped at the least noise. The air raids and flying bombs 
greatly upset him, but he completed his Army service. 

On examination his perianal skin was macerated and erythe- 
matous. He showed an obsessional personality and was tense, 
anxious, irritable, and sweating. 

Treatment was by weekly abreactions under ether. The first 
was vivid and emotionally violent. He described his journey 
towards Dunkirk in an abandoned lorry. This was stopped by 
military police, who pointed out that he was sitting on boxes 
filled with high explosives. “I leapt off and felt I had sat on 
something hot.” During the dive-bombing on the beaches his 
friend sustained multipie shrapnel wounds in the buttocks and 
he applied the dressings. The abreaction became most intense 
when he re-enacted his swim back to the beach after his boat 
capsized. This was reproduced so faithfully that he made 
repetitive swimming movements on the couch, puffed and 
grunted, became cyanosed, and developed a fine froth at the 
mouth. The irritation practically cleared after this treatment, 
but his hands remained moist and clammy. 

The second abreaction was more detailed. Several men were 
killed in the water and, he reached the shore after much diffi- 
culty. He also saw a large ship bombed and set on fire at 
night and watched several trapped men, silhouetted against the 
glare, leap off the burning vessel. After this abreaction he “ felt 
fine. No bother. The best since 1940.” 

Dive-bombing and scenes at Dunkirk were the main topics 
of the third abreaction, and the patient attributed his pruritus 
to immersion and no change of clothing. He had some irrita- 
tion after this abreaction, which cleared with the fifth and sixth 
abreactions. The latter were largely concerned with his diffi- 
culties in swimming in the oil-covered sea. The patient was 
still free of pruritus a year later. 

It is always open to doubt how much a particular local- 
ization may be due to predetermined factors and how much 
to the particular psychological associations. We do not 
wish to stress, therefore, the localizing associations, such 
as dressing his friend’s buttock wounds, which occur in 
this case. Removal of symptoms, however, followed abreac- 
tion of these incidents, and it is interesting that the ether 
abreactions were successful in spite of the fact that the 


\traumata occurred several years ago. 


Case 5 


A man aged 22 stated that he developed an intensely irrita- 


ting rash three years ago, when his arms were scalded by boil- 
ing oil from the back-flash of a boiler. This happened in 
Australia some months after he joined the .Navy, and he was 

eventually invalided out. Recently he became very anxious 
during his wife’s pregnancy, as he had strong views on the 

‘agony of childbirth.” A generalized spread occurred during 
her confinement, and a further exacerbation followed when he 
thought he had a duodenal ulcer. Clinically he presented an 
unusually extensive picture of Besnier’s prurigo. At the age 
of 10 he had been treated by systematic psychotherapy for 
Besnier’s prurigo of the arms, which was said to have followed 
the loss of the tip of his finger; the skin cleared after six 
months. 

An ether abreaction was attempted, and he gave a compli- 
cated and detailed description of the “accident.” Suddenly he 
became very emotional and declared the whole story to be a 
lie. He described his increasing dissatisfaction with the disci- 
pline and restrictions of the Service. A mate had failed “to 
work his ticket” and bet him that he would not succeed. He 
then began to scratch the flexures of his arms to bring out his 
former rash. His determination to do so was increased when 


he found he had been drafted for Hong Kong. Soon after- 
wards the back-flash occurred, but the oil did not téuch him. 
He made full use of this incident and malingered. After his 
discharge from the Navy he felt very guilty and has made 
repeated attempts to rejoin and “serve his time.” 

He experienced a marked relief in relating the true story for 
the first time, and the skin condition rapidly cleared. 


From a dermatological point of -view, this patient was 
suffering from an extensive atopic eczema. His experiences 
with this compiaint in earlier life enabled him to employ 
it as a mode of reaction for future difficulties. It is of 
interest that, having produced it artificially, the intense 
guilt over his own action and the superadded anxiety were 
sufficient to exacerbate the skin condition. During long 
periods in civilian and naval hospitals his response to treat- 
ment had been entirely unsatisfactory. Confession under. 
ether and removal of guilt resulted in immediate improve- 
ment, which has so far been pamaiay for one’ year, 


Case 25 

A woman aged 33 gave-a history of “ eczema ” of ight 1 years’ . 
duration, beginning on her honeymoon.. A sore patch behind 
an ear spread to the eyelids, back of the neck,-and both ears. 
After the death of her mother in 1942 it spread all over her 
body, and there were further exacerbations when her only 
brother was presumed to have died in Burma and when a 
cousin died suddenly in 1949 from heart failure in her home. 
The itching was intense. There was only temporary or no 
relief from an abundance of treatments, such as superficial 
x-ray thetapy, local applications, injections of calcium, dieting, 
and visits to faith-healers and homoeopaths. ~ 

She had a very unhappy upbringing. Her father was a 
gambler, and she had.‘to wait outside his workplace in an 
attempt to save some money for the family before he lost it. 
She was very fond of her mother. At school she was very 
shy and kept to herself. Her personality is obsessional with 
paranoid trends. She expressed a hatred of any form of 
duplicity or dishonesty, and the least slight put her into an 
irritable, sulky state for days. She stated that bad attacks 
of irritation coincided with emotional upsets or occurred when 
she was overtired. and worried. She also said she was in a 
persistent state of frustration and suppressed anger because 
her rich, vulgar, and domineering mother-in-law had strongly 
objected to her marriage and had shown her much ill-will. 
before it and since. She felt guilty over her mother’s death, 
having taken her home against the advice of a hospital. She 
also felt she had caused the death of her mother by giving her 
a hot drink instead of ice to-suck when she had a haemorrhage. 

Several attempts at abreaction under ether produced little or 
no emotional release, but there was a better response when the 
treatments were completed with carbon dioxide inhalations. 
Many of the details of her history were elaborated and she 
brought out further causes of friction. She gradually began - 
to assert herself with her mother-in-law and showed an increas- 
ing resentment towards her husband. She stated that the treat- 
ment gave her some relief of irritation and “ took a load off 
her mind.” Her skin condition improved in so far as the 
lichenification of her arms and neck cleared. 

As the condition then remained static, intravenous methyl- 
amphetamine hydrochloride therapy was tried. With the first 
injection she became very talkative for the first time and re- 
mained so for most of the day. She then disclosed that a fort- 
night before the marriage her fiancé presented a false medical — 
certificate to avoid military service. As most of her family were 
in the Services, this was a tremendous shock to her. “I would 
not have married him had I known it earlier.” The rash began 
immediately after the marriage, and the honeymoon was a 
very miserable one. She was too ashamed and furious to go 
out, and hid in their room in the hotel. As soon as the honey- 
moon ended she made her husband: go to Scotland Yard and 
confess. He then joined the Army, but she continued to hold 
his intended evasion of service against him. With the second 
injection she poured out many further accusations against her 
husband and his mother, and afterwards had a “showdown” 
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and her ¢kin condition cleared altogether. She has remained 


well for a year. 

This case is of interest in that repeated ether and carbon 
dioxide treatments resulted in some relief of tension with 
improvement of a severe lichenified neurodermatitis, but 
it Tequired intravenous methylamphetamine hydrochloride 
injections to bring out the crucial precipitating factors, the 
abreaction of which resulted in complete relief of the skin 


condition. 
Discussion 

It will be seen from the foreSoing cases that a variety 
of skin disorders may be associated with specific or non- 
specific psychological factors, and may be relieved by treat- 
ment of these factors. It is pertinent to stress here that 
because some such cases may be cured or alleviated by 
this treatment it does not necessarily follow that they are 
caused by such factors (though in the cases chosen these 
probably were of primary aetiological importance). 

In certain other cases the treatment we have described 
may greatly influence the patient’s attitude towards his 
disease, enabling him to reduce to reasonable proportions 
| symptoms which had come to assume an overwhelming and 
' unreasonable significance for him. A patient with psoriasis, 
for example, who considered that his skin lesions were 
ruining his life, was helped to adjust himself to the disease, 
although this was not significantly modified by such treat- 
ment. In other cases, such improvement gives the dermato- 
logist a better chance of succeeding in the treatment of 
the disease along conventional lines. This is especially 
so in many cases of eczema, in which psychological factors 
may perpetuate an eruption of quite other causation. Per- 
haps the most important cases of this type are those in 
which the eruption was initially determined by occupational 
factors. 

. We believe that, even in the presence of skin reactions 
of a type in which the possible psychological origin is 
accepted, a careful exclusion of organic causes is essential 
if disaster is to be avoided. This exclusion should be made 
at an early stage and not after the failure of unsuitable 
: treatment over a period of months or years. Pruritus may, 
' for example, be a symptom of a pre-reticulosis, and pruritus 
vulvae may lead to the discovery of diabetes. It is perhaps 
less often realized that, conversely, failure to appreciate 
positive psychological factors at an equally early stage may 
condemn a patient to months of ineffective treatment. 
Although the abreaction was the principal therapeutic 
procedure employed in the cases described, psychotherapy 
was of course used to a limited extent. It was super- 
* ficial in the sense that, though possible precipitating events 


: were reviewed, no prolonged analysis was attempted. 
- Attempts were made to persuade the patient to see the 
at \, part played by mental symptoms and traumatic episodes in 
. the genesis of skin disorder. Environmental, domestic, and 
occupational difficulties were tackled where necessary, but 
it is uffortunately true that such difficulties sometimes 
proved insuperable barriers to effective treatment. 
car Though the cases we treated required, in our view, the 
[:. use of abreaction therapy, we believe that most patients 
with psychologically determined disorders can be adequately 
A ee treated by simple psychotherapy administered by the prac- 
22 ae titioner or dermatologist who is aware of the indications. 
: a Sneddon (1949) has discussed this aspect and has shown 
that much can be achieved in suitable cases. Even a brief 
psychiatric history and personality assessment should enable 
oe the dermatologist or practitioner to discover these factors 
i and to realize their significance. 


with him. From this time their relationship greatly improved - 


were discussed and the patient’s life-situation and reactions 


The importance of the skin itself and the constitutional 
limitations of the atopic, ichthyotic, and seborrhoeic types 
must constantly be borne in mind. Both these and the 
morale of the patient, as well as the social problems we 
have mentioned, naturally affect the prognosis. Although 
we do not claim that this method is the only one that may 
be employed or that all cases are cured or benefited by it, 
we have found it of definite value in a considerable pro- 
portion of all cases considered to require treatment by a 
psychiatrist. The particular advantages, from a practical 
point of view, are that treatment can be carried out in the 
out-patient department and that a limited number of con- 
sultations are needed compared with systematic psycho- 
therapy and analytical methods. We have been impressed, 
from the dermatologist’s point of view, by the rapidity with 
which results are obtained and, within the limits of our 
follow-up, by the infrequency of recurrences. The period 
of time needed to produce marked improvement is gener- 
ally a matter of weeks or months, depending on the fre- 
quency of treatment and type of skin disorder. On the 
whole, patients with neurodermatitis respond after a few 
treatments, while those with pruritus ani or pruritus vulvae 
need correspondingly more in view of the greater com- 
plexity of the factors involved. 

Our experience of patients treated by convulsion therapy 
and prolonged sedation has been far less encouraging. 
Some of the patients we have referred to had already been 
treated with prolonged and deep sedation with little or no 
effect. We have already pointed out that obsessional 
patients often fail to abreact. Similarly, severely depressed 
patients may require convulsive shock therapy and very 
agitated patients deep narcosis as an urgent matter 

We are not aware that the abreactive technique has pre- 
viously been employed in the treatment of skin disease, and 
the eminently practical nature of the treatment and the 
encouraging results obtained lead us to regard it as a useful 
addition to the dermatologist’s therapeutic armoury. It is 
probable that the other methods of psychological treatment 
will be found to have specific indications in dermatology, 
and criteria for these should be established. It is obvious 
that no single method will be applicable to all cases 


Summary 

The literature on the psychological aspects of skin condi- 
tions contains few references to treatment. 

The application of the abreactive technique in treatment of 
certain skin disorders is described, and an attempt has been 
made to define the criteria for its employment. 

Five illustrative cases are reported. 

The, value and limitations of psychological methods of treat- 
ment are discussed, and it is suggested that the abreactive 
technique offers a practical and useful method of treatment. 


We would like to thank Dr. William Sargant and Dr G B. 
Dowling for their interest and encouragement, and our colleagues 


who have referred many of the cases to us. - 
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HEREDITY AND LEG ULCERS 


BY 


S. T. ANNING, M.A., M.D., M.R.C.P. 


Assistant Physician, Dermatological Department, Leeds 
General Infirmary 


Accurate knowledge of the aetiology of any disease is 
necessary for its rational treatment. This applies equally 
to preventive treatment, and it was with this in mind that 
the present investigation was carried out to learn more 
about heredity in relation to gravitational ulcers of 
the leg. 

Its place in the aetiology of these ulcers has never been 
soundly established, though many authors have expressed 
the opinion that it may be important. Weber, Rast, and 
Lutterotti (1930) described chronic ulceration of the legs 
following pneumonia in a man aged 25 with thrombo- 
angiitis obliterans whose father had suffered from similar 
ulcers, and Carleton (1948) reported-a striking family 
history in two sisters with leg ulcers. Weber (1948) wrote 
that there certainly is a constitutional tendency to ulcus 
cruris in some families. Heredity undoubtedly plays a part 
in ulceration of the legs associated with purpura haemor- 
rhagica, sickle-cell anaemia, congenital haemolytic icterus, 
splenic anaemia, Gaucher’s disease, and Cooley’s anaemia 
(Weber and Dorner, 1910; Weber, 1930; Taylor, 1939; 
Cummer and LaRocco, 1940 ; Witts, 1942 ; Woofter, Dick, 
and Bierring, 1945 ; Estes, Farber, and Stickney, 1948), but 
these conditions account for few. of the leg ulcers seen 
here. 

There is more evidence of the importance of heredity 
in the aetiology of varicose veins. Virchow (1855-61) recog- 
nized this, and Gay (1868) reported two affected families. 
Curtius (1928) published several pedigrees and Ciéévatki 
and Stéger (1939) recorded one which showed that the con- 
dition is inherited as a dominant character. Ottley (1934) 
examined a series of 50 patients, and found that the inheri- 
tance was of a simple dominant type in 26 families ; in 
another 10 either a recessive character was concerned or 
the usual dominant type was masked in predisposed 
individuals. 

In patients with varicose veins a positive family history 
was found in 50-75% by Magnus (1921), 55% by Nicholson 
(1927), 65% by de Takats and Quint (1930), 56% by Jensen 
(1932), over 50% by Payne (1936), 43% by Larson and 
Smith (1943), only 6-10% by McPheeters and Anderson 
(1946), and 80% by Pratt (1950). A positive family history 
of varicosis might therefore be expected in many patients 
with leg ulcers resulting from varicose veins, and this has 
been noted by Bauer (1948). . - 


Present Investigation 


A series of 525 patients examined personally has been 
investigated to try to determine more precisely the place 
of heredity in gravitational ulceration. 

Here the term “ positive family history” indicates that 
ulcers or varicose veins are known to have been present 
in one or more parent, sibling, child, uncle, or aunt. 
Varicose veins rarely appear before the age of 20 
(McPheeters and Anderson, 1946; Roberts, 1949), and 
in the present series ulceration before that age developed 
in only 17 patients (3.2%). . Because of this and the diffi- 
culty in obtaining information about grandparents, pedigrees 
dealing with many generations are rarely obtained. Eighty 


pedigrees have been determined, but in many of them— 


accurate information is limited to parents, siblings, and 
children. 


It is not easy to discover the complete family history 
of patients with leg ulcers unless several members of the 
family can be examined, and this has seldom been possible 
here. Although the presence of ulcers and varicose veins 
in parents, siblings, and children may be known by -the 


' patient, accurate pedigrees which include other relations 


are difficult to obtain, as these conditions are not commonly 
disclosed. 

Of the 525 patients (360 women and 165 men) examined, 
29 were upable to give a family history, and of thfe remain- 
ing 496 a family history of ulcers or varicose veitf$ was 
present in 256 (51.6%). As, however, the variety of causes 
of gravitational ulcer makes such figures of little value, an 


Details of Family History 


2 Positive Family History 
|: 2 
Cause of Ulcer : ot} + 36 
: A 
g | $6) | 
Thrombotic: 
Post-partum thrombosis . 111 | 103 | 48] 15} 30} 10] 55 | 53-4 
Ante-partum thrombosis.. | 28 | 28] 11 9 5 3] 17 | 
Disease of leg: 
Injury without fracture | 101 | 97 | 48]; 15] 26 8 | 49] 505 
Injury with fracture .. 21 & 17 1 4 0 5 | 22-7 
Infection of le 2 2 0 4 | 22-2 
Treatment of varicose 
veins . Bt 10 2] 17 | 6-7 
Operation on leg 9 8 3 2 3 0 5 | 62-5 
Burns of leg 5 4 4 0 0 0 0 
Thrombosis — unknown 
cause .. 2] 62:8 
Medical 34] 32) 20 2 5 37-5 
Operation—not om leg « 19; 18 9 2 7 0 9 
Other causes .. 4 4 1 1 0 3 
Miscellaneous causes 5 5 1 0 3 1 4 
“* Silent ” thrombosis 9 9 6 1 1 1 3 | 333 
Non-thrombotic: 
Varicose ulcers .. 29 3 2; 2] 26} 89-9 
Arteriosclerotic ulcers 6 eo, 2 0 0 4 ay: 
. Arthritic ulcers 5 5 2 0 3 0 3 
Doubtful cause (with varicose 
veins) 44; 40) 24; 4] 8; 4] 16) 400 
Doubtful cause (without vari- . 
cose veins) 4 4 2 1 1 0 2 
Total 525 | 496 | 240 256 | 51-6 


attempt has been made to break up the series into dif- 
ferent aetiological groups. The accompanying Table shows 
the number of patients with a positive family — in 
each of these groups. — 


In considering the incidence of positive family histories 
in the various groups in the table it must be remembered 
that varicose veins are common, and leg ulcers not uncom- 
mon, in the general population of this country. Roberts 
(1949) found, in the examination of 10,000 candidates apply- - 
ing for Post Office appointments, a mean incidence of 1.57% 
of men and 1.68% of women with varicose veins. All age 
groups were included, though most males were under 45 
and most females under 25. In a social survey conducted 
in 1947 (General Register Office, 1950—personal communi- 
cation) of 30,843 men and 38,503 women of all ages over 
16 years, varicose veins were found in 1.03% of men and 
3.13% of women. The highest incidence (4.18%) occurred © 
in the 11,440 women aged 45-64 years. Less is known 
about the incidence of leg ulcers, but it has been stated 
(Annotation, 1950) that about 5 per 1,000 of the population 
are affected. 


It has not been found possible, from these figures, to 
estimate the incidence of positive family histories to be 
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expected in the general population, and the | 
determiriation of this incidence by questioning 
a random group has not been carried out. — 


The Thrombotic Group 


However, ulceration from thrombosis after 
fracture, burning, infection, or operation affect- 


Het 


ing the leg would seem to result from causes 


| 
less susceptible to hereditary influences than IT fe) 


some, and more likely to result from chance. 
(The group with injury of the leg without frac- 


ture has:not been included,- as it is hetero- 


genows, the degree and mode of injury being ° IVO fe) 


very variable.) Of the 56 patients concerned, Rn A 
25% gave a positive family history. As heredi- 
tary factors may have played some part in caus- 
ing the thrombosis which occurred in these 
patients (and this seems to have been so in the operation 
group), it cannot be argued that this incidence of positive 
family histories represents that to be expected in the general 
population, yet it provides a useful comparison with the 
incidence found in other groups of patients with ulcers. 

In the thrombotic group, 53.4% of patients with ulcers 
caused by post-partum thrombosis gave a positive family 
history. This incidence is significantly higher than that 
expected (25%), and it is worthy of note that the mothers 
of 10 of these patients and the sisters of 2 of the 10 had 
also suffered from post-partum thrombosis. Special pre- 
cautions to prevent thrombosis seem to be indicated in 
parturient women with a family history of varicose veins, 
leg ulcer, or thrombosis, especially if the confinement be 
difficult (Anning, 1949). 

Among the other patients in the thrombotic group, those 
with ante-partum thrombosis, and thrombosis due to treat- 
ment (especially injection) of varicose veins, to operation 
on the leg, and to unknown causes, had a significantly 
higher incidence of positive family histories than that 
expected, and this is possibly also true of patients with 
thrombosis due to injury without fracture. In thrombosis 
from recumbency and in “silent” thrombosis, heredity 


seems to play a doubtful part. 


The Non-thrombotic Group 


In the non-thrombotic group heredity is clearly of major 
importance in varicose ulcers—that is, ulcers due to varicose 
veins alone—a positive family history being present in 
89.9%. A family affected in this way is shown in pedigree 1. 
Here gross varicose veins were present, but ulceration 
occurred only in two members, probably because most of 
the affected members wore elastic supporting bandages or 
stockings. Sitting back on her heels, knecling, caused 
thrombosis in one member (III, 2). 

In varicose ulcers it is possible that not only congenital 
weakness of the wall of the veins but congenital absence 
of valves may also play a part (Eger and Casper, 1943 ; 
Curtis and Helms, 1947). The importance of defective 
valves in the deep veins in this type of ulcer has been 
stressed by Warwick (1931), Luke (1941), and Bauer (1948). 

The number of patients with ulcers thought to be due 
primarily to arteriosclerosis is small, but of these a large 
proportion gave a family history of ulcers of the legs 
(without varicose veins), and such a family is shown in 
pedigree 2. Only the three youngest women in the second 
generation were examined. They each had cold extremities, 
cyanosis of the toes, tortuous radial arteries, impalpable 
dorsalis pedis arteries, and radiological evidence of calcifi- 
cation of arteries in the leg. There was hypertension. 


82 
OOO’ 2. 2.9.9: 8 
PEDIGREE 1.—Ulcers due to varicose veins alone. (Key on Pedigree 3.) 
of of legs without varios veins) due primarily 


1 2 


@ urcus cruris 


oO” © varicose veins 
© THROMBOPHLEBITIS 


@ VARICOCELE 
SF IN INFANCY 


PEDIGREE 3.—Varicose veins, nae from ‘various causes, and 
cers. 


It will be noted that, apart from the arteriosclerotic 
group, the proportion of patients with a family history of 


ulcers only is small compared with that of patients with 


a family history of varicose veins. A tendency to throm- 
bosis occurs in some families, occasionally without primary 
varicose veins, but more commonly in association with them. 
(Here primary varicose veins must be distinguished from 
those appearing secondarily to the thrombosis.) Primary 
varicose veins seem to be the common factor in the family 
history, when positive, of most patients with leg ulcers of 
the post-thrombotic and the varicose types. A family with 
varicose veins, thrombosis from various causes, and ulcers 
is shown in pedigree 3. Here, in the first generation, the 
husband had a leg ulcer and his wife varicose veins ; of 
their 10 children the eldest fractured her left tibia and 
fibula at the age of 46 ; thrombosis followed. while the leg 
was in plaster-of-Paris and an ulcer appeared when she was 
48 ; the second had a post-partum thrombosis followed by 
ulceration ; the third had varicose veins; the fourth had 
thrombosis for no known cause and ulceration later ; the 
sixth and seventh had varicose veins which were operated 
upon, an ulcer appearing after the operation in the seventh ; 


of the third generation, one had an ulcer. 
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Conclusion 


The presence of a familial tendency to ulceration, except 
in the arteriosclerotic group, is usually associated with the 
inheritance of varicose veins ; this applies to post-thrombotic 
as well as to varicose ulceration. It must not be assumed, 
however, that varicose veins are present in an individual 
before thrombosis occurs, as this is not usually so. It 
means merely that thrombosis, unless caused by fracture 
or infection of the leg, seems more likely to occur in indi- 
viduals with a family history of varicose veins. 

Where thrombosis may occur, as in parturient women, 
patients recumbent for medical or surgical reasons, and 
those with fractures of or undergoing operations on the 
leg, special efforts should be made to prevent it if there 
is a family history of varicose veins, thrombosis, or ulcus 


cruris. 
Summary 

’ The influence of heredity in gravitational ulceration of the 
leg has been investigated in a series of 525 patients. 

The significance of the family history has been considered in 
various groups of patients with ulcers from different causes. 

The implications of the family history in regard to prevention 
of thrombosis are mentioned. 


I am grateful to Dr. John T. Ingram and Dr, F. F. Hellier for 
allowing me to carry out this investigation on their patients, and 
to Dr. Percy Stocks and Miss Eileen M. Brooke for providing me 
with information from the General Register Office. 
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The London Area Mobile Physiotherapy Service (L.A.M.P.S.) 
is a voluntary society founded in May, 1948, to provide physio- 
therapy at home to those who cannot afford to pay, since it 
became clear that the National Health Service would, for some 
years at least, be unable to provide such a service. About 
30,000 members of the Home Nursing Schethe have automatic- 
ally come into the society, and some 250 private physiothera- 


pists are providing the treatments, which in the year 1949-50 . 


amounted to nearly 4,000. 


TREATMENT OF POST-PHLEBITIC LEG - 


AND APPLICATION OF VENOUS- 
PRESSURE MEASUREMENT* 
BY 


g A. J. WALKER, M.B., F.R.C.S. 
Formerly Chief Assistant, Surgical Professorial Unit, 
St. Bartholomew’s Hospital ; Surgical Tutor, 
- General Infirmary at Leeds 


Homans (1941) was the first to champion ligation of the 
superficial femoral vein in the treatment of the post- 
phlebitic leg. He argued that the condition was due to 
valvular incompetence in the main leg veins as a result of 
the thrombus recanalizing, and that ligation of the super- 
ficial femoral vein, harmless when performed for other 
conditions, was likely to do good. His lead was followed 
by Buxton et al. (1944), who recorded 21 cases, later 
increased_to 26 (Buxton and Collier, 1945). Linton and 
Hardy ( 1947) published 34 cases (58 legs), later raised to 
49 (84 legs) (Linton and Hardy, 1948), in which they stripped 
the long saphenous vein as well. Glasser (1949) and 
Sandegard (1949) published 91 (40 cases followed up) and 
32 cases respectively, the latter selecting his patients for 
operation by the retrograde phlebogram method of Bauer 
(1948). 

Bauer in his paper advocated the ligation of the popliteal 
rather than of the femoral vein and published the result 
of 24 cases, later increased to 196 (Bauer, 1950). I have 
set out the results claimed by these authors in Table 1. 
Ulcers are claimed to remain healed in 70-100% of cases, 
bursting pain is usually cured, but oedema persists in a 
disappointingly high proportion of those treated, except in 
Bauer’s hands. 

Impressed by Bauer’s arguments and results, we have 
employed his methods at St. Bartholomew’s Hospital on a 
series of 30 legs. This paper presents the results of this 
treatment, and the application of venous-pressure measure- 
ments in the selection of cases. The division and ligation 
of the vein is done through a 3-in. (7.6-cm.) vertical inci- 
sion in the upper half of the popliteal fossa. Afterwards 
the knee is kept extended for five days to aid healing, 
but early walking with a crépe bandage is allowed. Rapid 
healing is ensured if the joint crease is not transgressed. 


Material 


Twenty-six patients were treated, 4 of the 30 ligations 
having been done bilaterally. Four patients, accounting 
for six of the ligations, showed no evidence of previous 
thrombosis, and these must be included in Bauer’s (1948) 
and Luke’s (1941) group with primary valvular incom- 
petence of the deep veins. The histories varied from 2 
to 50 years in duration, and the ages from 24 to 72. Four 
patients were older than Buxton’s upper limit of 55 years, 
and I agree with Glasser (1949) that this upper limit is 
meaningless. 

The chief symptoms were ulceration or eczema—usually 
painful—bursting pain, and oedema. Less common were 


_coldness and cyanosis, nocturnal cramps, and varicose veins. 


Ulceration occurred in 15 instances (50% of total). In 
12 cases the ulcers were notably painful, a feature which 
helped to distinguish them from varicose ulcers. The 
medial malleolus was the common site, and a varying 
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Taste I.—Comparison of Results Claimed by Various Authors after Venous Ligation for Valvular Incompetence 


Ligation of Superficial Femoral Vein Ligation of Popliteal Vein 
Buxton and Collier Linton and Hardy Bauer 
Glasser Present 
1 2 1 2 —— 1 2 Series 
No. of ligations followed up .. 21 26 58 84 40 32 24 196 27 
Follow-up period (months) hc 3-6 3-15 3-14 1-16 6-48 9 3-14 6-36 3-15 
Ulcer cases: 
No. x =. me “S 14 15 21 40 25 Not stated 15 
% staying healed after operation 29 87 95 81 72:5 76 91 84 64 
Bursting pain: 
ved All improved Not stated { 
% impro' im 
Majority 63 | 100 100 80 
ma: 
No. 7 Not stated 24 84 24 Not stated 25 
mS improved 0 0 58 55 Not stated 17 38 
* cured 0 0 42 45 | 83 Usually cured 17 


extent ef pigmentation and subcutarfieous sclerosis usually 
surrounded the ulcer. In two instances the skin changes 
were present without ulceration. 

~ I cannot agree with Boyd (1950) that the presence of 
pigmentation and sclerosis necessarily means that second- 
ary varicose veins are present, nor that these ulcers usually 
penetrate the deep fascia: the excision of these ulcers will 
readily show their superficial character. The extra pain 
associated with them cannot be attributed to greater 
infection as Boyd suggests: small clean ulcers can be 
excruciatingly painful. It is probably due to the greater 
pressure in the venules of the ulcer base. . 

Eczema occurred in only five legs. In four of these the 
eruption, was painful. In two, the rash was confined to 
the feet, which is unusual, and in the others the leg was 
involved, as is more common. 

Bursting pain is often described as one of the distinctive 
symptoms of deep venous incompetence. It was present 
in 20 legs (66% of total). Bursting as a descriptive term 
is perhaps not wholly appropriate. Although many patients 
do describe the pains as bursting in character, it has been 
referred to as an ache, a burning pain, a deep pain, and 
a tight feeling or a shooting pain. It is always located in 
the calf or lower leg, though in one case it was localized 
to an area of pigmentation and sclerosis above the medial 
malleolus. The commonest factor is that it comes on when 
the leg is dependent. It is always worst at the end of the 
day or after prolonged standing, but it may start directly 
the foot is put to the ground. In such cases it may wear 
off in a short while, only to restart as the day wears on. 
In others it is present all day. In some it is worse during 
exercise. It varies in severity from the annoying to the 
incapacitating. It is true to say that it is always relieved 
by elevation, but some patients state that they may feel it 
again when they get warm in bed. Of all the symptoms it 
is the one most easily treated. “ Dependent pain” might 
be a more accurate term, ‘but “ bursting pain” graphically 
describes what is the probable cause—venous distension by 
blood at an abnormal pressure. In this it resembles the 
ache felt in varicose veins, but “ bursting” pain is usually 
the more severe of the two. 

Oedema occurred in 25 legs (83% of the total), but 
varied much in degree. It never extended above the knee, 
and was always worse after prolonged standing. Whereas 
in some a night’s rest would cause disappearance of oedema, 
in the majority it was always present to some degree, but 
never to elephantoid proportions. The milder cases were 
controllable by elastic support, but in the worse legs elastic 
support of all types was badly tolerated and many patients 
with oedema would not wear their stockings and bandages. 
towards the end of the day. 


Authorities vary very much in their account of the fre- 
quency of superficial varicosities in the post-phlebitic leg. 


I agree with Luke (1941) that they are not usually a feature. . 


They were present in nine cases (30% of the total), but in 
all except three cases the varices were scattered loops which 
did not fill from above. In two cases there were quite long 
varicose trunks in the leg, but in only one leg was the 
internal saphenous vein incompetent throughout its extent. 
In no case, however, did the veins empty when exercising 
with a light tourniquet below the knee, and in some they 


became tense. 
Diagnosis 


Apart from the history of a previous deep thrombosis, 
the diagnosis of deep venous disease was usually suggested 
by the finding of signs and symptoms such as those men- 
tioned previously without there being any varicosities to 
account for them. It is not usually difficult to distinguish 
clinically between true varicose ulcers—associated with 
marked superficial varicosities and a “ feeding” vein, no 
oedema, and but little pain—and the ulcers due to deep 
venous disease. The diagnosis of deep venous disease was 


confirmed in 25 cases by finding a venous pressure above. 


50 mm. Hg in the foot on exercise, with or without a 
light tourniquet below the knee to control the superficial 
veins as in Perthes’s test, and a patent though often irregu- 
lar main venous channel on ascending phlebography. The 
details of this technique are described below. 

In 12 cases descending phlebography was used as well. 
Bauer’s (1948) open technique was preferred to Luke’s 
(1941) blind one, and reflux to the popliteal vein. was 
demonstrated. If these indications were present the pop- 
liteal vein was tied. If, however, it was impossible to 
demonstrate patency of the femoral vein venous ligation 
was, of course, not possible. During the period that this 
work covers, four such patients were encountered. They 
are not included in this series. In three other cases, how- 
ever, an additional phlebogram was taken by exposing the 
popliteal vein and injecting 20 ml. of diodone into it. In 
each of these three cases it was possible to demonstrate 
not only that the femoral vein was thrombosed but also 
that the blood was returning through a large collateral 
vein that ran up behind the femur and was probably 
derived from the profunda femoris veins. The foot venous 
exercise pressure was, of course, high ; the valves in the col- 
lateral vessel must have been incompetent, and this new 
vessel was thus having the same effect on the venous return 
as would an incompetent femoral vein. These cases were 
treated as though it was the femoral vein which was incom- 
petent, and they are included in the result of popliteal vein 
ligation. (The phlebograms from the popliteal vein are 
shown in Figs. 1-3.) 


if 
| 
{ 
| 
| 
{ 
it 
: 
} 
a 
be 
I 
( 
AX, | 
> t 
4 
, 
7 


Dec. 9, 1950 


TREATMENT OF POST-PHLEBITIC LEG 


Boyd (1950) has 
argued that the infor- 
mation gained by 
pressure readings can 
be obtained more 
simply by exercising 
with a rubber band 
applied tightly enough 
below the knee -to 
obliterate the super- 
ficial veins, as in 
Perthes’s test. With 
this in position, if 
the deep veins are 
obliterated or incom- 
petent the superficial 
veins should stand 
out after exercise and 
may ache. This is 
true so far as it goes, 
but most of these 
patients have no 
prominent superficial 
veins, and in them the 
test fails. Further, as 
is shown later, it is possible by means of the venous-pressure 
readings to exclude those patients whom experience in the 
method has shown will not benefit from operation. Of all 
methods of investigation of the venous function of the leg, 
this alone is quantitative. 


Results 


Popliteal Vein Ligation —Of the 30 legs treated 27 have 
been followed for from 3 to 15 months. This period is 
too short for any conclusions to be drawn from the ulcer 
cases. The effect on the other symptoms is definite enough, 
however, to encourage hope that the results in the healing 
of the ulcers will eventually prove similar. The results are 


‘summarized in the last column of Table I. 


Ulceration —Of 15 ulcerated-leg cases, only 13 have been 
followed. Two of these were unhealed on discharge from 
hospital, and both of these patients have refused to return 
for further treatment, and so have been excluded, leaving 
only 11 legs in which the treatment was concluded and the 
patients followed up. Four of these recurred. These four 
were among those with the worst pressure changes on 
exercise, and under such circumstances we have come to 
expect a bad result. They recurred at 3, 4, 8, and 12 months 
after operation. With one exception the recurrent ulcers 
were smaller than before and painless. In considering 
these patients with ulceration, too much significance must 
not be attached to the role of popliteal vein ligation in 
maintaining the ulcers in the healed state. Most of these 
patients continued to wear elastic support of one kind or 
another after the operation, and support by itself might 
produce similar results in the period under consideration. 
_ Bursting Pain.—This was present in two-thirds of all legs. 
In the cases followed up, it was said to be unchanged in 
one case and considerably improved in three others. In 
all the rest (80%) it was abolished. 

Oedema.—This is traditionally the most difficult symp- 
tom to treat? It was present in 23 legs followed up. It 
was improved to the extent that it was controllable by an 
elastic stocking in 11 legs, and was abolished completely, 
so that a stocking was unnecessary, in a further 3 legs. 

Other Symptoms.—Nocturnal cramp is a feature of 
venous disease of the leg that has never been satisfactorily 


Fics. 1-3.—Phlebograms from the popliteal soins showing thrombosed femoral veins and incompetent 
collateral 


explained. It was present in only three legs and was 
abolished by popliteal vein ligation in each instance. 
Coldness and cyanosis were present in five legs. Three of 
these had previously had sympathectomy without per- 
manent benefit ; only one was improved by popiiteal vein 
ligation. Eczema is a disappointing symptom despite local 
treatment. Of the five legs affected, three improved. * 

Subjective Improvement.—The 26 patients were asked 
whether they thought they had benefited from the opera- 
tion. Eleven said they had, eight said they had not, and 
five were uncertain.. Two cases were too recent for the 
result to be assessed. Of all the symptoms, pain, whether 
bursting pain, cramp, or pain in the-ulcer itself, is the one 
most constantly relieved. 


Treatment of the Post-phlebitic Ulcer 


The chronicity of these ulcers is due to two factors—the 
disturbance of venous return and the local changes in the 
skin and subcutaneous tissues. A large number of deep 
thromboses must recanalize without any valvular incom- 
petence developing. During the period of complete throm- 
bosis, pigmentation, induration, and ulceration and scattered 
varices may develop, and persist when the venous function 
has returned to normal. I have studied five such cases. It - 
would seem that the venous changes cause the pigmenta- 
tion and sclerosis, which affects the powers of resistance 
and healing of the skin. These skin changes may be 
permanent. 

To prevent recurrence of ulceration it is logical to treat 
both cause and effect not only by ligation of the super- 
ficial or deep veins, as indicated, but also, whenever this is 
possible, by exercise and grafting of the indurated area 
(Homans, 1917). I have performed this double treatment 
in only four of the present series, selecting those cases in 
which the ulcers were of long standing but the indurated 
area was not too extensive. The results so far are encour- 
aging, but it is early yet to assess the result. 

If not excised, it is important that the ulcer should be 
healed before the patient leaves hospital. Healing is achieved 
either by compression bandages or by elevation, and may be 
speeded at times by the use of local streptomycin to sterilize 
the area, and by grafting the ulcer. On discharge from hos- 
pital the patient should wear an elastic support to control 
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the veins in the neighbourhood of the ulcer site. In the 
presence of such persistent oedema, however, the support 
may not be well tolerated. 


Venous-pressure Measurements in Selection of Cases 


The method used to measure venous pressure has been 
described elsewhere (Walker and Longland, 1950). The 
apparatus used is shown in Fig. 4. A mercury manometer 


Fic. 4.—Apparatus for measuring venous pressure. 


is connected by a three-way tap to a sphygmomanometer 
hand bulb and to a glass tube piercing the airtight cork 
of the reservoir bottle, which is sterile and is half filled 
with sterile heparinized saline. Also piercing the cork and 
extending below the fluid ‘level is one end of a sterile 
polythene cannula several feet long. With the polythene 
cannula filled with saline from the bottle, its far end is 
tied into a vein which is exposed under local analgesia on 
the dorsum of the foot. Blood can then flow into the can- 
nula, but by adjusting the pressure the flow can be checked. 
To measure the venous: pressure, the pressure in the 
apparatus is raised above the expected venous pressure, 
and then, when the cannula is clear of blood, lowered very 
slowly. The pressure is read on the manometer at the 
instant blood appears in the cannula. Thanks to the flexi- 
bility of the tube, it is quite easy to take these readings 
with the patient exercising. The method of investigation 
is well within the capacity of the average house-surgeon. 

Using this method, we have measured the venous- 
pressure changes on exercise in normal legs and legs with 
varicose veins on the post-phlebitic syndrome. Our results 
(Walker and Longland, 1950) agree with those published 
elsewhere (Smirk, 1936; Beecher, 1937; Seiro, 1938; 
Pollack et al., 1949; Warren ef al., 1949; White and 
At rest, 
the venous pressure in the limbs is the pressure exerted by 
a column of blood extending vertically from heart level to 
the level of the point of measurement. In the standing 
position it varies in the foot between 70 and 100 mm. Hg, 
irrespective of the state of the leg veins, depending solely 
on the height of the patient. But directly the patient exer- 
cises, the pressure falls in a normal individual to less than 
30 mm. Hg. 

Pollack and Wood (1949) have shown that the degree of 


exercise has little influence on this result. If there are super- 


ficial varices present, then the pressure on exercise is 
reduced less, depending on the severity of the varicosities, 
to figures varying from 80 to 30 mm. Hg. If the reflux 


down the varices is prevented by placing a tourniquet below 


the knee the pressure on exercise is reduced further till 
it reaches the normal range. In contrast, if there is valvular 
incompetence or thrombosis of the deep veins, then the 
fall of pressure on exercise is even less than in varicose 
vein cases, and is unaffected by the below-knee tourniquet. 
In some cases the pressure may even rise. The pressures 
to be expected in the various groups are summarized in 


Table Il. 
Tase II.—Foot Venous Pressures in Erect Position 


still—all cases re “4 és 70-100 mm. 
h light below knee 
wit 
—deep venous disease 50-110 ,, 
with light tourniquet below knee 50-110 ,, 


It is reasonable to assume that the fall on exercise is 
proportional to the efficiency of the venous return of the © 
whole limb, and that in legs with the least fall of pressure 
on exercise ligation of the main vein will merely divert the 
blood to other incompetent channels with no resulting 
benefit. In those with the greatest fall of pressure in 
exercise the collateral veins are presumably competent, 
and benefit is likely to be considerable. To test this 
assumption those cases in which the venous pressures 
were measured gre so arranged (Table III) that those 
with the greatest fall of venous pressure on exercise are 
at the bottom and those with the least at the top. Opposite 
each case are recorded the results of the operation. These 
changes are recorded numerically as 3, 2, and 1, meaning 
that symptoms were unchanged, improved, or cured respec- 


' tively. In the case of ulcer, 1 means that it has remained 


healed, 2 that it has recurred to a small degree, 3 that it 
has recurred to a size as large as before. As regards 
oedema, 2 indicates that the oedema is controllable by 
elastic support. Table III shows a steady improvement in 


TaBLe III.—Changes in S 
Compared With the 
. Before Ligation 


aay! ‘After Popliteal Vein Ligation 
hanges in Venous on Exercise, 


— 
+10; 1 1 2; + 
. H. Rt. 
A. H. (Lt.) +2 2 213/31] 2 
+6 3 3 3 | — | Worse 
ay. +4/3/ 2 1 3 | — | Oedema worse 
Mrs. D. L. 
Mrs. E. B. -6/1 2 2 2; + 
Mrs. N. R. + 
Mrs. W. D. T. 1 1/2 
Mrs. M. H. —15 2/1) + 
Mrs. E.P. —16 1 1 2) + 
Mrs. S. J. -17/ 1 1 ri + 
W.A. .. 1 
Mrs. E. O. —18 2 3 2 | — | Ulcer never healed 
Mrs. F. H. —18 | 2 2)? 
Mrs. E. R. —20/1 1 1 ; 
Mrs. M. A. 2 3 | — | Ulcer never healed 
Mrs. E. B. —32/}1 2 + 
Mrs. R. K. 2 2 2) + 
Mrs. R. D. 1 1] + 
3= Not improved: 2 = improved: 1 = a 
*In cases of ulcers: 1 = remained healed; 
3 = recurred as large as before. 
t = 2 = Oedema controllable by elastic support. 


results as the drop in pressure on exercise recorded pre- 
operatively increases. If there is no pressure fall on exer- 
cise before operation the operation will probably be 
valueless, especially when ulceration, eczema, and oedema 
are the principal symptoms. As the drop in pressure on 
exercise becomes greater the outlook improves. 
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Discussion 


Among patients who exhibit the post-phlebitic syndrome 
in varying degrees, not all are suitable for popliteal vein 


ligation, and this should not be practised indiscriminutely 


if the best results are to be obtained. 

Unsuitable cases are: (a) Those in which the main vein 
has not recanalized. These will be excluded by the ascend- 
ing phlebogram. In doubtful cases a phlebogram from 
the popliteal vein may help. (5) Those in which venous 
function has returned to normal. These will show 
normal venous pressures. Their sole symptom is ulcera- 
tion. (c) Those with maximal valvular incompetence. In 
these, exercise will produce little or no drop of venous pres- 
sure from the resting level and may even show it to rise. 

When these cases have been excluded, note should be 
taken of the presenting symptoms in the remainder before 
operation is advised. The most consistently good results 
are obtained where pain is a prominent symptom, be it 
bursting pain, cramp, or painful ulcer or eczema. The 
results in treating oedema are less satisfactory, and experi- 
ence suggests that where oedema is a- predominant cause 
of complaint ligation may not abolish it. It is too early 
to say to what extent ligation will help to prevent recurrent 
ulceration, especially as most patients continue: to wear 
elastic support and so complicate the problem. In suitable 
cases excision and grafting of the ulcers of patients whose 
veins have been tied may well prove helpful in producing 
a lasting cure. Venous-pressure measuring is a simple 
investigation and not purely a research weapon. Its routine 
use is a most valuable help in the selection of patients in 
whom popliteal vein ligation is contemplated. 


A series of 30 legs, the seat of valvular incompetence of the 
deep veins, is presented; on these popliteal vein ligation was 
performed. 

A simple method of measuring venous pressures at rest and 
during exercise is described. It is shown how these- readings 
coupled with ascending phlebography can establish the diagnosis 
of valvular incompetency of the deep vein. 

Treatment has been by ligation and division of the popliteal 
vein. Figures for the 3-15 months follow-up are presented, 
and are contrasted with the results of other authors. 

It is shown how those results could be improved by the 
selection of cases by means of their venous-pressure changes. 

The operation is most useful in those patients in whom ~ 
is a prominent feature. 


I am greatly indebted to Professor Sir James Paterson Ross, 
director of the Surgical Professorial Unit at St. Bartholomew's 
Hospital, for facilities to undertake the work, and for much helpful 
criticism in the preparation of this paper. Also to Mr. R. S. Corbett, 
Mr. J. P. Hosford, and Mr. E. G. Tuckwell for access to such of 
their patients as are included in this paper; and to Mr. R. S. Murley 
and my colleagues on the surgical professorial unit for advice and 
assistance; to the theatre staff for their patience; and to the photo- 
graphic department for the radiographs. 
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USE OF DECAMETHONIUM IODIDE IN 
ANAESTHESIA FOR PERORAL 
ENDOSCOPY 


BY 


C. F. SCURR, M.B., D.A. 


Anaesthetist, Westminster Hospital 


In the early papers on the use of D-tubocurarine in anaes- 
thesia, note was made that a combination of curarization 
with thiopentone-nitrous-oxide anaesthesia provided satis- 
factory conditions for peroral endoscopy. It is usually 
preferable to perform these examinations under local anal- — 
gesia, but, as Dinsdale (1949) has pointed out, there may_ 
be indications for using general anaesthesia—for example, 
in children, in very nervous patients, or where there is 
difficulty in obtaining relaxation of the jaw. 

Bourne (1947) contribyted a paper on the use of D-tubo- 
curarine for intubation, However, one authority has 
described its use for this purpose as a steam-hammer 
blow ; thus a pointer is given to the main disadvantage 
of using D-tubocurarine in these cases—if an adequate 
curarizing dose is given, then depression of the patient 
persists for about three-quarters of an hour. Attempts to 
avoid this by reducing the dose of D-tubocurarine lead only 
to unsatisfacfory results However, as Bourne points out, 
the toxic effects are less than when deeper anaesthesia with 
ether is empioyed. 

Suitable anaesthesia for peroral endoscopy’ and intuba- 
tion is, however, provided by the use of decamethonium | 
iodide ‘in conjunction with thiopentone—a combination 
which seems to avoid almost entirely the disadvantages of 
the p-tubocursrine-thiopentone technique. 

The important desiderata for ‘peroral endoscopy are 
relaxation of the jaw, an open glottis, and lack of reflex 
response. Relaxation of the jaw is usually stated to accom- 
pany anaesthesia with thiopentone; but this cannot be 
guaranteed, and very often the stimulus of introducing a 
laryngoscope will cause the jaw muscles to tighten. In the 
edentulous this factor is less important, but where there is 
a full set of long teeth, especially in association with some 
degree of inferior retrusion, profound relaxation is essential. 

As Gray and Halton (1946a, 1946b) noted, p-tubocurarine 
# a potent preventive of laryngeal spasm. In an adequately 
curarized patient the cords are almost invariably seen to 
be well abducted, and this is essential for atraumatic 
intubation or bronchoscopy. This lack of spasm makes it 
possible to perform oesophagoscopy without intubation 
(Organe, 1947), as there is no anxiety about loss of - 
control of the airway. It is preferable, however, to intubate 
such cases. A special advantage of curarization applied to 
oesophagoscopy is that the relaxation of the post-cricoid 
sphincter makes passage of the oesophagoscope a very easy 
procedure. 

Decamethonium iodide prevents reflex motor response 
by producing a block at the myoneural junction of skeletal 
muscle. The use of topical anaesthesia to depress reflexes 
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on the afferent side is an important adjunct. For this 
reason we prefer to spray the throat in all cases with a 
2% solution of amethocaine hydrochloride at the beginning 
of anaesthesia: in bronchoscopies 1 ml. of the solution is 
introduced into the trachea by means of a laryngeal cannula 
or by injection through the cricothyroid membrane. It is 
not known whether decamethonium iodide has any pro- 
tective effect against possible cardio-inhibitory and other 
reflexes of the vago-vagal type; although it is uncertain 
how common or dangerous such phenomena may be, topi- 
cal anaesthesia provides an additional safeguard in this 
respect. Notable advantages of the method are lack of 
explosion danger, greater safety than chloroform anaes- 
thesia, low toxicity, and speed. 


Technique 

Suitable premedication, including atropine or scopol- 
amine, is given one hour pre-operatively. The estimated 
dose of decamethonium iodide (ranging from 3 to 5 mg. 
in adults) is injected intravenously and is immediately fol- 
lowed by little more than a sleep dose of thiopentone 
(0.3-0.5 g.) given slowly through the game needle. An 
oral airway is inserted and the 2% amethocaine hydro- 
Oxygen is then adminis- 


until the relaxant effect is maximal. This is an important 
point, as apnoea, should it occur, is well tolerated in the 
presence of full oxygenation of the lungs. A small addi- 
tional dose of thiopentone is now given and the endoscopy 
is begun or the endotracheal tube introduced. 
Maintenance is usually ensured by further doses of 
thiopentone given intermittently during the operation. 
Where an endotracheal tube is used nitrous oxide and 
exygen are administered ; trichlorethylene has occasionally 
been employed as a supplement. In rare instances where 


the operation has lasted more than 15 miputes, further — 


doses of decamethonium iodide have. been given as 
indicated. 

Should respiratory depression or apnoea occur, it is the 
duty of the anaesthetist to maintain adequate oxygenation 
of the patient ; this involves (1) the maintenance of a clear 
airway and (2) artificial ventilation. The former is secured 
by the instrument in bronchoscopy or by the tube in other 
cases. Adequate respiratory exchange should be ensured 
by gentle compression of the flanks and lower ribs (as in 
Schafer's method) or, in the intubated cases, dy "rhythmic 
pressure on the rebreathing bag of the anaesthetic apparatus. 


Discussion 


The method described has been used in 50 operations 
for peroral endoscopy and in 250 cases for endotracheal 
intubation. The ages of the patients ranged from 3 to 
82 years. Satisfactory operating conditions were obtained 
in all. 

The dosage of decamethonium iodide has approximated 
to 0.5 mg. per stone (6.35 kg.) body weight. This high 
Tate is important, as adequate curarization is an essential 
part of the technique. In no instance has delayed return 
of respiration been encountered. Recovery can always be 
confidently predicted. within a 20-minute period from 
administration ; however short the operation, the residual 
period elapsing before recovery can only be brief, and 
during this interval oxygenation can easily be maintained 
by ventilation with oxygen, simple anaesthetic apparatus 
being used. For this reason the antagonist—pentamethonium 
iodide—has never been employed. The unfortunate side- 
effect of ganglionic block by this drug renders its use 


inadvisable on most occasions ; its employment in surgery 
is likely to be limited to the deliberate production of hypo- 
tension to reduce haemorrhage during certain operations 
—for example, fenestration. This technique is unsuitable 
where the administrator is not skilled in the care of the 
apnoeic patient or where adequate facilities and equipment 
are lacking. Dyspnoea is a contraindication to the use 
of the method. 

Jaw clonus has been encountered occasionally during ‘the 
induction period ; this may be associated with the anti- 
esterase effect of decamethonium iodide. However, in all 
instances it has been transitory and has provided no 
obstacle to intubation. 

No qualitative difference has been evident in comparison 
with other relaxants: an apparently greater ease of laryngo- 
scopy noted early in the series is probably, dut to the fact 
that’a relatively high dosage of the short-acting deca- 
methonium iodide was employed. In contrast to the obser- 
vations of Doughty (1950), irritability of the respiratory 
tract has not been greater than with other relaxants ; our 
experience in this respect is confirmed by Harris and Dripps 
(1950). 

It is believed that this method possesses definite advan- 
tages, especially over D-tubocurarine, in that the short-lived 
action of decamethonium iodide approximates closely to 
the average duration of these relatively short procedures. 


I am indebted to my colleagues for access to their records in the 
preparation of this paper. ’ 
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Medical Memoranda | 


A Toxic Effect of Thiouracil Hitherto 
Undescribed 


The object of this communication is to set on record a 
hitherto undescribed side-effect of thiouracil. 


REPORT 


The patient, a woman aged 48, during a period of intense 
business anxiety in November, 1947, became “nervy,” 
developed palpitation, and lost 42 Ib. (19 kg.) in weight during 
the next six months. In July, 1948, her doctor asked me to see 
her because she had a persistent tachycardia and had failed to 
regain her normal weight in spite of considerable improvement 
in her general condition with rest and sedatives. 

She was a small-boned but not very thin woman, and weighed 
7 st. 6 Ib. (47.2 kg.) in her indoor clothes. In spite of some 
nervous agitation under examination she did not give the 
impression of being a neurotic subject. Her pulse was regular 
at 120, the thyroid gland was slightly enlarged, and she had 
a fine tremor of the outstretched hands. There was no 
exophthalmos or other abnormal eye sign, and her skin was not 
unduly moist. Her heart was normal and her blood pressure 
160/74. 

At that time I did not regard the clinical evidence of thyro- 
toxicosis as strong enough to justify a change in treatment. Six 
months later, however, though there had been no alteration in 
weight, her thyroid gland had enlarged and she had developed 
exophthalmos of the right eye ; moreover, she complained of 
always feeling hot,.and her skin was moist. 
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she looked and felt well and had gained a stone (6.4 kg.) in 
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Treatment with methyl thiouracil, 100 mg. twice daily, was facturers for analysis, but they were found to be in every 

begun After way normal pure samples of methyl thiouracil. 

two weeks she complained of “ difficulty in focusing her eyes,” = 1 the circumstances it is of course impossible to give a 

and her doctor noted that she had horizontal nystagmus to right 

and left. The dose of thiouracil was reduced to 100 mg. once ia ty but as four months have elapsed since thiouracil 
was discontinued and signs and symptoms are still present 


a day during the next week, but she stated that she felt “light- | . : 
headed” and that everything she looked at “seemed to be it seems unlikely that complete recovery will now take 


jumping about.” After another four days she developed such place. 

intense vertigo that she could not stand or even sit up in bed A P . a 
cknowledgment is due to Dr. Fitzgerald Frazer for permission to 

unless she kept her eyes closed, and any attempt to get up publish these notes of his patient and for his own careful records 

and move about caused nausea and,sickness. Gross nystagmus of the case while she was under his care. I have also to thank 

was present in all planes. Thiouracil was stopped and the more _ professor Himsworth for his interest and advice. : 

severe symptoms subsided during the next three days, but she . 

remained unsteady and immediately became sick when she tried wer 

to walk. At no time was there any headache or skin rash, and ~ ¥ eign : 

apart from the symptoms described above she felt quite well. 


Her general condition was good and the signs and symp- 
toms of thyrotoxicosis were definitely improved—pulse 100, Fulminating Staphylococcal Pneumonia 


exophthalmos much less noticeable, skin normal, and no com- . Treated with Massive Doses of 
plaint of feeling hot. She was in fact very pleased with the end 
effect of treatment and most anxious to continue to take Chloramphenicol and Penicillin 


the thiouracil in case symptoms should return. The only Fulminati ie : 
ion, ial ulminating staphylococcal pneumonia has in recent years 
abnormal finding in a full examination of the central nervous a oata Salle be_a. rapidly fatal ition despite peni- 


system was a very coarse nystagmus in all planes. Romberg’s = 
sign was negative and the ocular fundi and tympanic membranes __Cillin therapy. We have recently encountered a case fol- 


were normal. The condition of the heart and the blood lowing influenza B infection in which the organism was 
pressure were unchanged, except that a few extrasystoles resistant to penicillin. Early treatment with chlorampheni- 
were noted. : col was instituted, but the patient’s condition deteriorated 
During the next three weeks she gradually improved and rapidly ; however, with increased dosage he recovered after 
was- able to go out if accompanied. She still found reading § aq critical illness. 
difficult. Her thyretoxic symptoms, however, increased again, Cass Revoat 
and partly on this account and partly because of the unusual . 
effects of the thiouracil treatment she was sent to Professor © The patient was a male nurse aged 39. His first symptoms 
Himsworth. He agreed that the development of nystagmus were those of a severe febrile cold. After four days he 
could, in reason, be attributed only to the thiouracil, but could developed a slight pain in the left side of his chest. During the 
neither recall having encountered a similar case himself nor, in next six hours this increased to such an extent that breathing 
spite of wide inquiry, both in this country and abroad, find any- became difficult; it was at this stage that he attended the _ 
one else who had done so. He advised surgical treatment for casualty department of University College Hospital. 
the thyrotoxicosis without delay. Physical examination showed a severely ill man with marked 
The patient was admitted to hospital on May 24, 1949; and respiratory distress, temperature 100.6° F. (38.1° C.), pulse 100, 
on June 3 subtotal thyroidectomy was performed by Mr. John 
Griffith. During the first week after operation nystagmus 
increased, but by the fourteenth day, when the general condi- 
tion was excellent and the pulse rate had become stabilized _ 
between 70 and 80, it became less marked and she made no 
complaint of visual disturbance. She was then discharged from 
hospital. 
Sections of the excised gland were examined by the patholo- 
gist (Dr. R. W. Johnson), who reported that the appearances 
were typical of thyrotoxicosis. . 
When last seen, on July 15, 1949, six weeks after operation, + 


weight. Nystagmus, however, was still present, being most 
marked when she looked to right and left, but also when the 
eyes were raised upwards. She said that she could read without 
difficulty but that “things jumped about” when she looked to 
either side. Apart from the nystagmus, examination of the 
central nervous system was negative as before, and there was 
no evidence of cardiovascular sclerosis or ear disease. 


CoMMENT 


When thiouracil produces toxic effects they are generally 
manifest on or about the fourteenth day after the beginning 
of treatment. In the present case visual symptoms and 
nystagmus appeared at this time. These receded again with 
omission of the drug. There is therefore strong presump- 
tive evidence that this was an effect of thiouracil. The = . : 
absence of history or physical signs of disease of the central 


alternative explanation improbable. consolidation in the anterior and middle basal segments of the. 


It might be suggested that the particular sample of thio- _jeft lower lobe (Fig. 1). A diagnosis of aspiration pneumonia 
uracil used contained an impurity which could be held to was made, and after blood and sputum had been collected for 
blame ; some of the tablets were therefore sent to the manu- lab@tatory examination he was given 2.5 g. of chloramphenicol 
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followed by 0.25 g. four-hourly. This drug was made available 
as part of an investigation into the treatment of aspiration 
pneumonia. Later, when it became obvious that this was in 
fact a case of penicillin-resistant staphylococcal pneumonia, the 
supply was maintained by the Ministry of Health. 

During the first 24 hours of treatment there was a 
great. deterioration in the patient’s condition. He showed an 
ashen-grey cyanosis, his temperature reached a maximum of 
102° F. (38.9° C.), and the physical signs in his chest indicated 
rapid spread of the pneumonic process. The left side did not 
move at all on respiration, the percussion note over it was stony 
dull, and breath sounds were inaudible. Radiographs at this 


stage showed (March 24) the left hemithorax to be completely’ 
‘ opaque, but with no evidence of mediastinal displacement 


(Fig. 2). A report of the sputum culture described a pre- 
dominant growth of Staphylococcus aureus, resistant to 
penicillin and moderately sensitive to chloramphenicol. 


‘ 


Fic. 2.—Radiograph taken on March 24. 


Fic. 3.—Radiograph taken on. August 8. 


fe. 


In view of this report and of the patient’s poor response to 
chemotherapy, the dosage of chloramphenicol was doubled and 
crystalline penicillin, 1,000,000 units three-hourly, was started ; 
the patient was placed in an oxygen tent. 

For 24 hours his condition remained critical, but there- 
after he made steady, if slow, improvement. His tempera- 
ture fell by lysis to normal in 14 days. Within. 10 days 
of his admission radiographic evidence of resolution appeared 
and three weeks later was almost complete. He received in 
all 43 g. of chloramphenicol. Complement-fixation tests for 
influenza showed a titre ofe /4 for influenza B on admission and 
a titre of more than 1/128 six days later. Fig. 3 shows the 
radiographic appearance on August 8. 


DISCUSSION 


In the great influenza pandemics of 1889 and 1918-19 
the staphylococcus was only occasionally found in fatal 
cases, although in localized outbreaks a high incidence was 
reported (Netter, 1892; Chickering and Park, 1919). In 
the smaller epidemics of recent years it has been found 
in a considerable proportion of the more serious cases 
(Stuart-Harris et al., 1938). Wollenman and Finland (1943) 
and Stuart-Harris et al. (1950) have commented on the 
failure of fulminating cases to respond to chemotherapy. 

The .present case appeared on admission to be one of a 
moderately severe aspiration pneumonia. It was only after 
24 hours on conservative doses of chloramphenicol that the 
condition gave rise to anxiety. At this stage he presented 
the prostration, respiratory distress, and ashen-grey cyano- 
sis typical of a fulminating case of staphylococcal pneu- 
monia. There seems to be little doubt that, without the 
very large doses of chloramphenicol and penicillin used, 
he would have succumbed to his infection within 48 hours 
of his admission to hospital. 


SUMMARY 
A case is described of fulminating eiittnaisinke pneumonia, 
secondary to influenza B, successfully treated with chloram- 
phenicol and massive doses of penicillin. 
Reference to the literature suggests that the association. of 
influenza and staphylococcal mente is an extremely fatal 
one. 


I wish to thank the Virus Reference Laboratory, Colindale, for _ 


carrying out the complement-fixation tests for influenza, Professor 
M. L. Rosenheim for permission to publish this case, and Dr. J. D. 
Nabarro for advice in preparing the manuscript. 
J. M. Wacsue, M.A., M.B., 
Medical Unit, University College Hospital: 
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The Ministry of Health states that more blood was given to 
hospitals in England and Wales during the June quarter this 
year than in any three months since the war. Gifts totalled 
128,392, making over 250,000 in the first half of this year. 
Over 35,000 new donors joined the. National Blood Transfu- 
sion Service in the quarter. Blood consumption is 50 times 
what it was in 1938 and is still mounting. To meet these * 
increasing demands without calling too often on existing donors, 
at least 200.000 more enrolments are needed. There aré now 
388.000 registered donors—a gain of 10,700 in the quarter and 
the highest total since 1945. 
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SAINT AND PIONEER 

Florence Nightingale, 1820-1910. By Cecil Woodham- 

Smith. (Pp. 615; illustrated. 15s.)° London: Constable 

and Co. 1950. 

{ must confess to an early’ prejudice against Florence 
Nightingale. I thought she had created a tradition of 
nursing discipline which was rigid and inhuman, and 
my only knowledge of her life was derived from Lytton 
Strachey’s astringent essay. My prejudice was first shaken 
when I saw her bust in the National Portrait Gallery and 
realized that she was not a misfavoured feminist but an 
extremely beautiful woman. It was further weakened by 
the feeling I have had _that our attitude to sickness in the 
welfare State is becoming utilitarian, and that neither the 
medical nor the nursing professions will flourish without 
a renewed sense of their vocation. It has been finally 
destroyed by reading Mrs. Woodham-Smith’s enthralling 
biography and realizing the condition of our hospitals less 
than a hundred years ago, the filth and lack of sanitation 
in the wards, the drunkenness, immorality, and inefficiency 
of the nurses, and the complacency of the medical staffs. 
It is against this background that Florence Nightingale’s 
achievement is to be measured. 

She was, indeed, a remarkable woman. She was beauti- 
ful, wealthy, and gifted, brought up in an age and society 
where women were expected to display an excessive sensi- 
bility. Although she had a passionate nature and attracted 
many suitors, she never married. From the age of 19 
onwards her life was a prolonged battle with her mother, 
who was bitterly disappointed at her refusal to follow the 
conventional path to social success. Florence had had the 
feeling from early childhood that she was not like other 
people but was set apart. God had spoken to her at 17, 
as He was to do again three times afterwards ; but what 
a heartbreaking business it was, finding the task for which 
she was called. After the first voice at 17, seven years 
passed before she decided that her call was for nursing, 
and it took another nine to persuade her family. Fortu- 
nately, she had a gift for making friends who were able 
to supply the understanding which she could not get from 


her parents, and gradually she began the study of hospitals 


and nursing which was to make her one of the foremost 
health experts in the world. Throughout this period her 
health suffered from the struggle, and she was subject to 
uncontrollable daydreaming. At the age of 29, after 
refusing Richard Monckton Milnes, she wrote: 

_“T have an intellectual nature which requires satisfaction and 
that would find it in him. I have a. passionate nature which 
requires satisfaction and that would find it in him. I have a 


‘moral, an active, nature which requires satisfaction and that 


would not find it in his life. Sometimes I think I will satisfy 
my passionate nature at all events, because that. will at least 
secure me from the evil of dreaming. But would it? I could 
be satisfied to spend a life with him in combining our ‘different 
powers in some great object. 1 could not satisfy this nature by 
spending a life. with him in making society and arranging 

Eventually she obtained her freedom and the superin- 
tendentship of the Institution for the Care of Sick Gentle- 
women in Distressed Circumstances. A year later came 
the Crimean War and the invitation to take out a nursing 
contingent. This war witnessed the destruction of an 


army and the breakdown of its medical services as a 
result almost entirely of administrative incompetence. 


Once again human suffering reached its extreme limits, 
as it had done, alas, in so many previous campaigns. 
The collapse of the medical services would have been 
complete but for the personality, -skill, and indomitable 
energy of Florence Nightingale. The Sanitary Commis- 
sion described the defects of the Barrack Hospital at 
Scutari as murderous. 

- “Beneath the magnificent structure were sewers of the worst 
possible construction, mere cesspools, choked, inefficient, and 
grossly overloaded. The whole vast building stood in a sea of 
decaying filth. The very walls, constructed of porous plaster, 
were soaked in it. Every breeze, every puff of air, blew 
poisonous gas through the pipes of numerous open privies into 
the corridors and wards where the sick were lying.” 

-But even worse was man’s inhumanity to man, the 
quagmire of administrative difficulties, the obstructive 
group loyalties, the defence of the.old regime, the 
intrigues, the mere inertia. No army medical depart- 
ment likes to be found incompetent, and it likes it even 
less when the main source of criticism appears to be an 
amateur. Nevertheless, she succeeded, and the mortality, 
which in six months had been 73% in eight regiments 
from disease alone, was brought to a lower level than in 
England. In achieving this she had created not only the 
modern nurse but the modern soldier. 

She had a horror of publicity. All her life she hated 
having a likeness taken, which éxplains the shortage of 
photographs and portraits, and before she died she desired 
that the only memorial on her grave should be a small 
cross, on which are the words “F.N. Born 1820. Died 
1910.” At the end of the Crimean War, when a nation 
was waiting to welcome her, she slipped home unnoticed. 

“Mrs. Watson, the housekeeper, was sitting in her room in- 
the front of the house. She looked up, saw a lady in black 
walking alone up the drive, looked again, shrieked, burst into 
tears, ran out to meet her.” 


That scene; I think, is how a film on Florence Nightin- 
gale might end, and in a way the film would be right, for 
never before or after were her powers so fused and concen- 
trated as during the Crimean War. She was now 36. 
During the next 50 years she was to do an immense amount 
of work in the reform of nursing at home and abroad and 
in the improvement of conditions of life in the Army and 
in India. She became an expert on hospitals, nursing, and 
sanitation, and a pioneer medical statistician, but she was 
never really happy, and it was as if her work was an 
obstacle to happiness rather than the means to it. Her 
health collapsed when she was 37, and though mentally 
energetic she lived the life of a physical invalid thereafter. 
She became,-in fact, a highly productive neurasthenic who _ 
worked most of her collaborators to death. A further 
deterioration in her health occurred when she was 48, 
and thereafter she never had quite the same immense 
powers of sustained concentration. 

Looking back on these fevered years of commissions and 
Blue Books, one is tempted to compare Florence Nightingale 
with Beatrice Webb. Both had something inhuman about 
them. “I never gave or took an excuse,” said Florence. 
Mrs. Gaskell thought that she lacked a love for individuals, 
and most people who worked with Florence Nightingale 
were hurt in the end by something hard within her. In 
her just resentment against her mother she had once spoken 
of the devourer and the devoured, but her own treatment of 
Sidney Herbert is hard to forgive. Admittedly her mother 
was obtuse and cruel, but even as a child Florence never 
showed any affection for her. Beatrice was fortunate in 
finding an ideal partner in Sidney Webb, and in their, 
tranquil union they accomplished an immense work, which 
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has left its mark on almost every aspect of British society. 
Florence momentarily reached a greater height, a height 
which in women is probably only possible for the saint or 
the celibate, but she had not the serenity of sainthood, and 
the later years, the neurasthenia, the cats, the girlish letters, 
and the decline into senility are painful to study. 

Mrs. Woodham-Smith’s biography is magnificent. It is 
crowded with figures like a Frith canvas and all are alive. 
Her writing is so transparent and her observation so dis- 
passionate that her.art reaches the highest level of achieve- 
ment; the medium is forgotten and the past lives again. 
It is a big book of 600 pages, and busy doctors may feel 
that they need a holiday or an illness to read it; but 
however they make the time they will be well rewarded. 

L. J. Witts. 


A hitherto unpublished letter from Florence Nightin- 
gale appears on page 1328.—Eb., B.M.J. 


CHROMATOGRAPHY 

Progress in ere” Mer 1938-1947. By Professor L. 

Zechmeister. (Pp. 3 £2 5s.) London: Chapman and 

Hall. 1950 
Many notable advances, for instance the introduction of 
partition chromatography, have been made in the decade 
that has elapsed since the publication of Principles and 
Practice of Chromatography, by Zechmeister and Cholnoky. 
The senior author—mistakenly, i in the reviewer's opinion— 
has decided to issue a supplement instead of revising the 
original treatise. As an almost complete list of references 
to the application of chromatography to the separation of 
carotenoids, steroids, amino-acids, carbohydrates, etc., this 
book could hardly be bettered. 

On the theoretical side, however, a list of references is 

of little use to anyone wishing to understand the broad 
principles of chromatography. Indeed, even practically 
it is difficult to learn from the-many examples given those 
manipulative tricks on which the success of a chromato- 
graphic separation so often depends. The subject is 
developing rapidly, and the beginner (and indeed the 
expert) will gain greater understanding by listening to or 
reading transcripts of discussion between experts than by 
studying uncritical reviews. Luckily such a discussion on 
chromatographic analysis (Discussions of the Faraday 
Society, No. 7, 1949) is now available. 

The book is well printed, with the exceptions of the 
plates, which are blurred, and the chemical formulae, which 
are too small. The price is too high for a list of references 
unleavened by critical commentary. 

H. M. E. CaRDWELL. 


KUNTSCHER NAILING 


Marknagelung nach Kiintscher bei Schaftbriichen der 
langen Réhrenknochen. By Professor Carl Hibler. Second 
edition. (Pp. 302; 350 figures. M. 26.) Munich and 
Berlin: Urban and Schwarzenberg. 1950. 
The first edition of this work appeared in 1943 under 
the title of “ The Stable Osteosynthesis.” In the second 
and much improved volume, now named “ Kiintscher’s 
Medullary Nailing,” the author illustrates in detail the use 
of the nail in all bones in which it has been found of value 
and elaborates the technical details of insertion. The 
method is not without danger, and if the local complica- 
tions differ little from those arising during the other forms 
of internal fixation the general complications, notably fat 
embolism, are increased. Five personal cases (an incidence 
of 2.5%) are reported, all in fractures of the femur. Two 
occurred in operations on fresh fractures and three in late 
cases. Other authors have also reported deaths in cases of 


late medullary nailing, and, even if experimentally the 


-dangers in fresh fractures can be shown to be small, in late 


fractures, where the pathology differs, there is certainly an 
added risk. As it is particularly in fractures of the femoral 
shaft that Kiintscher nailing offers advantages over other 
methods, it is unfortunate that nailing this particular bone 
is most likely to produce fat embolism, 

Efficient nailing is dependent on an accurate appreciation 
of the mechanics of the nail.and the physical shape of the 
fracture. There is an abundance of diagrammatic detail 


which should be studied by anyone who approaches the — 


procedure with a conviction that it is simple and a limited 
armamentarium. 

Among the tables of results provided, a high figure is 
found for infection after open nailing of old healed frac- 
tures, and even if the use of the method in inexperienced 
hands is to be blamed, as the book suggests, more than one 


lesson may be learned from these figures. One is that the — 


skin tension on restoring the full length to a limb may 
result in local skin necrosis and infection. 

As in many Continental works, one has to work hard to 
discover the broad principles, for they are overlaid by a 
mass of case histories and individual operative details which 
is not always distinguished from the main text by typo- 
graphical alterations. This book is the most complete one 
available on the subject, though its value as a reference 
book would be considerably increased by the provision of 
a detailed index. J. G. Bonnwn. 


DESIRES AND NEEDS 

Human Desires and Their Fulfilment. By K. W. Mon- 

= (Pp. 270. 12s. 6d.) Liverpool: University Press. 
lt is a commonplace for the psychiatrist that while human 
beings have needs and desires and strive for their fulfil- 
ment they are very often mistaken about their needs, desire 
inappropriate satisfactions, and go the wrong way to obtain 
them. It is part of Mr. Monsarrat’s task to expose these 
errors and to offer the means of correcting them ; but as 
he starts from first principles a very large amount of 
ground iis covered before he reaches his conclusions. 

The history of human modes of thought from a primi- 
tive vitalism through a belief in supernatural agencies to 
sophisticated and scientific thinking is surveyed. The 
author emphasizes the capacity of scientific, or analytical, 
thinking to provide meaningful answers, but points out its 
limitations. It is, in final analysis, invariably circular and 
never eliminates the subjective element. We can never 
know things in themselves but only their relations one to 
another and to ourselves. An examination of our basic 


~ knowledge of physics, biology, physiology, and psychology 


over several chapters shows that in every case we are con- 
cerned with relations and that the analytical view cannot 
take us further. 
seem to demand an answer. Some of them are inherently 
unanswerable and, on examination, based on a misconcep- 
tion of what is knowable. But the whole world of values 
is also mvolved, and Mr. Monsarrat does not accept the 
view, which at present prevails among scientific men, that 
analytical, or scientific, thought is unable to help us here. 
Haphazard attempts to solve these problems are playing 
havoc with human relations at the present day. “ Science 
has in its files clear and indisputable evidence that mutual 
assistance to balance has been throughout terrestrial history 
the one and only relation which has given equilibrium to 
collections of associated units on any plane.” The doctrine 
of the necessity of conflict, with values in terms of power, 
as exhibited in the works of a number of philosophers, 
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especially Hegel and Marx, is emphatically rejected ; and 
what one might call the doctrine of love is held up, not 
only as appealing to a loftier view of the world, but, more 
importantly, as being scientifically well founded. 

This book is not easy reading. . But the author is no 
doubt right, first that no thoughtful man can safely burke 
these issues, and secondly that science has somehow or 
other got to learn to handle in a logical and dispassionate 
way data in which values are involved. Some preliminary 
assumptions are inevitably involved. Mr. Monsarrat’s 
definition of what constitutes a “higher” state is very 
similar to one recently proposed by Julian Huxley, and 
of a kind to appeal to biologists and medical men. 

ELioT SLATER. 


PHYSIOTHERAPY 


Manual of Massage and Movements. By E. M. Prosser, 
T.M.M.G. (Pp. 388 ; 287 figures. 15s.) London: Faber 
and Faber. 1950. 


Ever since its first appearance 13 years ago this volume 
has provided a mine of information for physiotherapy 
students. Massage is discussed in five chapters, none of 
them very satisfactory. For examp!e, stroking movements 
over the back are stated to be useful in debility and depres- 
sion because of their effect on the peripheral nervous 
system ; over the abdomen in gastric atony and intestinal 
stasis; along the limbs in anaemia, and over the scalp 
in alopecia. A similar mixture of fact and fancy colours 
the views on kneading, which is said to be called for in: 
upper motor neurone disease, oedema, anaemia, debility, 
rheumatoid arthritis, insomnia, convalescence after polio- 
myelitis or a fracture, securing a greater flow of urine and 
bile, nerve-palsies, incipient flat-foot, and haematomata. 
It is only fair to point out that most other textbooks on 
massage make yet more extravagant claims ; by contrast, 
therefore, this book represents a comparatively factual 
approach. 

The author considers exercises in the next 17 chapters. 
The action of gravity and the nature of levers is admirably 
set out. The fundamental starting positions are well 
described, and the muscles involved in them, and in the 
exercises derived from them, are listed. Excellent line 
drawings enhance clarity and are of obvious value to 
students, but the fact that the scapula is rotated on full 
elevation of the arm is ignored throughout. Sometimes 
too many variations of one exercise are elaborated ; for 
example, 25 drawings illustrate different methods of per- 
forming flexion and extension at the hip. Nothing could 
be clearer or more factual than this—the main—part of 
the book (apart from an extraordinary statement about 
tuberculosis on page 302). 

But practical questions cannot be ignored. Does re- 
habilitation, as carried out to-day, employ these measures 
often enough to make detailed knowledge of these vari- 
ants essential to students‘? Can exercises be taught in 
the abstract without reference to their indications—for 
example, after meniscectomy at the knee, for relief of the 
thoracic-outlet syndrome ? Many contemporary methods 
of active rehabilitation of this sort are omitted. It is true 
that the student who has grasped the fundamental facts 
of posture and muscle work possesses the basic knowledge 
enabling her to vary her methods according to the needs 
of to-day. But she would obviously be greatly aided by 
a more modern approach to exercise therapy. As matters 
now stand, however, this popular and authoritative work 
is indispensable to every candidate for the examinations 


of the Chartered Society of Physiotherapy. 
J. H. Cyrtax. 
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EUTHANASIA 


The Voluntary Euthanasia Legislation Society was 
founded in 1935, and its first public meeting was held 
in B.M.A. House in that year. Dr. C. Killick Millard 
was its honorary secretary and Lord Moynihan its 
first president. The society had the backing of a num- 
ber of distinguished men in the Church and in the medi- 
cal profession. Soon after it had come into being it 
promoted a Bill which was introduced in the House of 
Lords in 1936. Last year considerable interest was once 
more raised in this matter when a medical man in the 
U.S.A. was on trial for murder because of a “ mercy 
killing” of a patient said to have incurable cancer. 
Last week a further debate in the House of Lords on 
the. motion of Lord Chorley showed that the interest in 
. this question is by no means abated, and also, too, 
_ that the House of Lords is still unwilling to take any 
' steps towards putting a Euthanasia Bill on the Statute 
Book. | 


The procedure laid down in the Bill of 1936 was 


briefly as follows: The patient desiring euthanasia must ~ 


be over 21 years of age and suffering from an incurable 
and fatal disease accompanied by severe pain. Appli- 
cation for euthanasia must be made by the patient in 
writing, on a special form, in the presence of witnesses. 
The application, accompanied by a medical certificate, 
must then be sent to a euthanasia referee appointed by 
the Minister of Health. Before granting permission for 
euthanasia the referee “ must satisfy himself, by a per- 
sonal interview with the patient and otherwise, that the 
requisite conditions have been fulfilled and that the 
patient fully understands the nature and purpose of the 
" application.” After the euthanasia referee sends the 
permit to the patient there is to be a lapse of seven days 
before the permit is put into execution. Meanwhile 
the nearest relative has been informed that permission 
has been granted, and may then appeal to a Court of 

1 British Medical Journal, 1935, 2, 856. 

® Hansard, House of Lords, 1937, Col. 469. 

Ibid., 472. 

4Ibid., 481. 


5 Ibid., 489. 
® Hansard, Vol. 169, No. 12, Col, 567. 


Summary Jurisdiction on the grounds that one or more 


of the conditions have not been fulfilled. Euthanasia ~ 


is to be administered by the medical practitioner named 
in the permit and in the presence of witnesses. The Bill 
provided that the Act should be in the hands of the 
Minister, who should have power to make regulations 
“ (a) for the issue to medical practitioners of licences 
to administer euthanasia ; (b) prescribing the duties of 
euthanasia referees and the fees payable to them; 


_ (c) prescribing the procedure to be followed in adminis- 


tering euthanasia ; (d) prescribing the various forms to 
be used.” 

This bare description of the official procedure to be 
followed by someone whose anguish of mind would 


make any objective judgment of his own fate almost | 


impossible is likely to raise less enthusiasm for euthan- 
asia than the eloquent and learned speeches made by 
distinguished members of the House of Lords in 1936 
and again last week. Lord Ponsonby in 1936 based_ 
part of his case on instances of suicide “ which were 
not only innocent and laudable but very noble.”? The 
introduction of the verdict of “ Suicide while of unsound 
mind ” was, he argued, a practice which showed that 
the law was being stretched. He thought, too, that it 
was putting far too great an onus on a doctor to leave 
in his hands the decision to administer a merciful dose 
of narcotic. Lord Ponsonby pleaded that “ we are not 
opening any door, we are merely unlocking it. We are 
drawing the bolts by which prejudice and tradition have 


kept it closed. We want to be as merciful with one ~ 


another as we are to our own animals.” 


The view of the medical profession was put in two 
admirable speeches in 1936 by Lord Dawson and Lord 
Horder. As cancer was uppermost in people’s minds 
and the one condition from which the relief of euthan- 
asia would be sought above all others, Lord Dawson 
pointed out that it would be incorrect to say that most 
cases of cancer were characterized by agonizing pain. 


He thought that during the past 50 years there had been © 


a gradual change in medical opinion. Looking back 50 
years, he said he thought it was true to say that then the 
medical profession “ concentrated all its endeavours on 
the maintenance of life, despite the nature of the illness 
and even despite sometimes the imminence of death.”* 
But now the opinion was growing “that one should 
make the act of dying more gentle and more peaceful 
even if it does involve curtailment of the length of life.” 
He emphasized that their first thought in the face of in- 
curable disease should be to assuage pain, even if this 


did involve shortening of life. The Archbishop of Can- ~ 


terbury (the late Lord Lang) thought it was “a situation 
which must be dealt with from inside, by the confiden- 
tial relations of the doctor and the patient ; not from 
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outside by the procedure which is contemplated in this 
Bill.”> . Lord Horder, who in essence said last week 
what he said so well in 1936, observed “ that the good 
doctor is aware of the distinction between prolonging 
life and prolonging the act of dying.” He viewed with 
misgiving the “ suggested intervention of the bureau as 
replacing that complete confidence and understanding 
which is one of the most satisfactory of all human rela- 
tionships.” In last week’s debate Lord Horder empha- 
sized again that this matter of euthanasia was not 
really one for the doctor to settle, but that as a doctor 
he hoped he could give some guidance to those discuss- 
ing such a settlement ; and he made a statement which 
has special relevance at a time when so many advances 
are being made in therapeutics. “As to incurability 
of a disease in general, incurability is the measure at 
the moment of the doctor’s experience of incurability, 
and those who have the most experience use the term 
incurability least often, because in Medicine we talk 
more and more of controlling disease, rather than of 
curing it.”* Lord Uvedale stressed the possibility of 
error in diagnosis and saw the practice of euthanasia 
as something that would disrupt the bond of sympathy 
and affection existing between the doctor and the patient 


in a late stage of a disease. Three other medical Peers. 
—Lord Webb-Johnson, Lord Haden-Guest, and Lord — 


Amulree—put the weight of their experience in the 
same scales against legislation on the Kexiant under 
discussion. 

The subject of euthanasia is one that is bound to 
stir up emotion and prejudice. It is not something that 
can be decided by controlled experiment, nor would the 
legalization of voluntary euthanasia be likely to show 
an effect on the suicide rate. When the World Medical 
Association met in New York in October of.this year 
doctors from different parts of the world declared them- 
selves to be in a majority against the introduction of 
such a practice into Medicine. While it is true that it 
will be the community at large that has the decision in 
its hands, the doctors who would have to execute the 
community’s wishes in this matter must have a say out 
of proportion to their numbers. No one can fail to be 
impressed by the fact that men of great responsibility 
in the medical and other learned professions firmly 
believe that such a measure as voluntary euthanasia 
should be introduced as a benefit not to~be withheld 
from the man or womantdying from a painful and in- 
curable disease. Yet in the two debates in the House 
of Lords medical men of the highest eminence and un- 
tivalled experience have given cogent expression to what 
surely must be the medical man’s instinctive attitude. 


When faced with disease and injury the doctor’s job 


is to relieve .pain and to set in motion all methods of 


disease under control. And so little is yet firmly known 
of the natural history of disease, especially perhaps of 
cancer, that the pressure on the doctor by patient and 
relative to seek.a way out by euthanasia would intro- 
duce a new and disturbing element in the doctor’s 
assessment of a case. Those many medical men who 
are opposed to legislation on this subject will see much 


point in the observation made by the Earl of Iddesleigh — 


when he said: “There is something very terrible 
about this reversal in the morale of the sick-room.” 


_A part of the morale of the sick-room in which a person 


lies dying resides surely in the general belief that the 
good doctor will distinguish between prolongation of 
life and the unnecessary ponies of the act of 


dying. 


CHLORAMPHENICOL NOW AVAILABLE 


We print on page 1326 a Ministry of Health statement 
that from December 11 chloramphenicol ‘will be gener- 
ally available on prescripti®n. This drug is one of three 
new antibiotics which have been developed in the United 


‘States, and all of them are available without restriction 


in that country. Owing to shortage of dollars they can- 
not be made so in Great, Britain until manufactured 
here. The production of chloramphenicol, which is the 
synthetic form of “ chloromycetin,” has been undertaken 
in England with commendable energy, and supplies are 
now adequate for its release. Plans for the home 


production of “aureomycin” and “terramycin” are. 


unlikely to mature for some time. Fortunately the indi- 
cations for all three antibiotics are broadly the same, 
though there are a few absolute exceptions to this rule 
and a number of differences in relative efficacy for par- 


ticular infections. In the Ministry of Health state- 


ment of indications for chloramphenicol the expression, 
“More effective than any of the therapeutic agents at 
present generally available,” presumably refers only to 
the present position in this country. It is doubtful 
whether the action of the drug even equals that of aureo- 
mycin in primary atypical pneumonia. If experimental 
infection with this virus in cotton rats is any guide to 
its behaviour in man, then, according to the findings of 
Eaton,’ aureomycin is much the more effective of the 
two. 

An outstanding merit of chloramphenicol is its action 
in typhoid fever, which naturally comes first on the list 
of unqualified indications. On the other hand, treatment 
with the drug does not prevent the persistence of a 


— 


1 Proc. Soc. exp. Biol., N.Y., 1950; 73, 24. 

2 Amer. J. trop. Med., 1950, "30, 357. 

3 Quoted by Kirby, W. M. M., J. Amer. med. Ass., 1950, 144, 233. 
4 Ross, S.et al., New Engl. J. Med., 1950, 242, 173. 

5 J. clin. Invest., 1949, 28, 953. 

® New Engl. J. Med., 1950, 242, 119. 

7 Sth. med. J. Bgham, Ala, 1950, 43, 85. _ 

8 See annotation in British Medical Journal, 1950, 1, 829. 
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carrier state, nor is it of the slightest value in trying to 
abolish this. Smadel,” in a review of the pioneer work on 
the treatment of typhoid and typhus in which he himself 
played so large a part, proposes an explanation for this 
anomaly. The action of chloramphenicol—and indeed 
of all three newer antibiotics—unlike that of penicillin 
and streptomycin, is simply to inhibit bacterial growth : 
organisms are not actually killed even when exposed to 
high concentrations. It is thus easy to picture the sur- 
vival of bacilli despite treatment which is fully effective 
in terminating the disease. According to Rammelkamp* 
the same thing happens when aureomycin is given for 
haemolytic streptococcal throat infections, for, though 
the clinical results equal those obtainable with penicillin, 
the organism is not eliminated. Chloramphenicol is also 
indicated for salmonella enteritis. But here again a 
carrier state is apt to persist : it did so in seven out 
of nine such cases carefully studied at the Children’s 
Hospital, Washington. Among other intestinal infec- 
tions, only ulcerative colitis is mentioned in the 
Ministry’s statement—as a disease not to be treated 
with chloramphenicol. There is no mention of infantile 
_gastro-enteritis or of dysentery. 
Other unquestionable indications for chloramphenicol 
—undulant fever, rickettsial* infections, psittacosis, and 


lymphogranuloma inguinale—are all rare conditions. It — 


has been obtainable for these purposes for some time. 
past, and the new uses to which it will now be put, such 
as the treatment of urinary and respiratory-tract infec- 
tions generally, are of a less specific nature and call for 
some discrimination. To direct such treatment intelli- 
gently will also require help from the laboratory. It is 
as well that this is pointed out in the Ministry’s state- 
ment where urinary-tract infections are listed, particu- 
larly since two of the causal organisms mentioned are 
often resistant to the drug. Although it is excreted in 
high concentration in the urine much of it is in a com- 
bined and consequently inactive form, and sensitivity of 
the organism to 25 yg. per ml. is a minimum require- 
ment if treatment is to have any prospect of success. 
Of 19 strains of Ps. pyocyanea tested by McLean and 
his colleagues* only six were inhibited by this concen- 
tration or less, the remainder being more resistant. 
Hewitt and Williams* and Garvey and his colleagues’ 
report respectively 93 and 21 cases of urinary-tract infec- 
tions treated with chloramphenicol, and in both papers 
unsatisfactory results are recorded in infections due to 
Ps. pyocyanea and, to a less extent, Proteus.- Bact. coli 
and Bact. aerogenes, on the other hand, were found 
sensitive both in vitro and in vivo. 

It is to be hoped that the drug will not be used indis- 
criminately for urinary-tract infections. “Laboratory evi- 
dence of its potential efficacy should be obtained first, 
and the same is true of multiple infections elsewhere, 


~ 


particularly in the air passages. As a general rule 
chloramphenicol is more effective than aureomycin for 
Gram-negative infections, whereas the reverse holds for: 
Gram-positive infections. Thus, as the statement says, 
the drug indicated for penicillin-resistant staphylococcal 
infection is aureomycin. In so far as this applies also 
to pneumococci and streptococci generally—and the 
indications ‘are that it does—chloramphenicol cannot 
be expected to give results as good as those obtainable 
with aureomycin in miscellaneous infections in which 


' such organisms are concerned. There will doubtless be 


a strong temptation to try chloramphenicol when peni-, 
cillin has failed in fever of unascertained cause, but this 
sort of blind therapy is to be deplored until every pos- 
sible diagnostic aid has been exhausted. Even should 
fever abate during treatment the diagnosis is still 
unmade, and there is no knowing how long the drug 
should be continued. It will be most unfortunate if 
chloramphenicol comes to be regarded by the public as 
the latest wondey drug, and to be demanded by patients 
themselves because they have read sensational accounts 
of its powers. There is no appeal for economy in the 
Ministry of Health’s statement, but it should perhaps 
be known that the drug is expensive: adequate treatment 
costs at least a pound a day. 

Chloramphenicol is taken by mouth. Since excretion 
is comparatively slow, four doses a day are enough. The 
total daily dose used has been 4 g. or even more in severe 
infections and sometimes less in less serious conditions. 
No serious toxic effects have been reported except 
the occasional occurrence of granulocytopenia. Vascu- 
lar collapse occurring during the treatment of typhoid 
fever with chloramphenicol has been attributed to the 
rapid liberation of potent endotoxins.* Minor unpleasant 
effects are. anorexia and dryness of the mouth. Admini- 
stration to children who cannot swallow eapsules presents 
difficulty, since the drug is exceedingly bitter. 


PROFESSOR E. D. ADRIAN, P.R.S. 


Since the Royal Society was founded in 1662, eight of 
the 48 presidents have been medical men, the last being 
Sir Henry Dale, who was elected president 10 years ago. 
The.medical profession is proud that once again one of 
its distinguished members has been elected to this, the 
highest, office in’ British science, and will extend its 
warmest congratulations to Professor E. D. Adrian, 
who was elected P.R.S. on November 30. 

Adrian has been professor of physiology at Cambridge 
since 1937, when he succeeded Joseph Barcroft. World-- 
wide recognition was given to his work when in 1932 he 
shared with Sir Charles Sherrington the Nobel Prize in 


° 1 Article signed A. V. H. in St Bart’s Hosp. J., April, 1937. 
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physiology and medicine, and in 1942 he became one of 


those select few to join the Order of Merit. Among his 
many other distinctions was the award of the Gold Medal 
of the Royal Society in 1934 and of its Copley Medal in 
1946. Adrian, who was a King’s scholar at Westminster 
School, showed that this was not necessarily a bad intro- 
duction to science when he achieved what is believed to 
be a record of obtaining first-class honours in five sepa- 
rate subjects in the Natural Science Tripos at Cam- 
bridge.’ After an interlude at St. Bartholomew’s Hos- 
pital and the Hospital for Nervous Diseases at Queen’s 
Square, Adrian returned to Trinity College as a Fellow 
in 1913. There he began with Keith Lucas his investiga- 
tions into the fundamental nature of the activity of the 
nerve cell, which made his laboratory a centre of re- 
search in electro-physiology. During the war of 1914-18 
Adrian and Keith Lucas were looking into the possi- 
bility of using the thermionic valve for the detailed inves- 
tigation of the electrical activity which is associated with 
nervous action. After Lucas’s death in 1917, while fly- 
ing, Adrian carried on those researches which have so 
vividly illuminated the nature of nervous activity. It 
was not until he had reinvestigated the discoveries of 
Berger that all the implications of changes in brain 
potentials were fully and widely appreciated, which led, 
among other things, to the clinical use of the electro- 
encephalogram. 


Adrian inherited and enriched the Cambridge tradi- 
tion of manual dexterity and subtlety in experiment. His 
lectures to Cambridge students on the physiology of the 
nervous system were enlivened by constant reference 
to clinical neurology, reflecting his experience in this 
specialty during the 1914-18 war. Professor A. V. Hill,’ 
writing in 1937, summed up Adrian’s work thus: “To 
have given a new quantitative basis to nervous beha- 
viour, to have shown that afferent or efferent effect in 
any given neurone depends on the pattern in time of the 
impulses which travel in it, is the great achievement of 
Adrian’s recent work. In it he and his pupils have 
explored the activity of the single neurone, the single 
sensory end-organ, the single muscle group, their excita- 
tion, their adaptation, their fatigue.” By his work on 
the basis of sensation and on the nature of nervous acti- 
vity, Adrian has broken down still one more barrier 
which li¢s between man and the knowledge of-his own 


nature. 


TUBERCULOSIS AS A PRESCRIBED DISEASE 


Dr. Edith Summerskill, Minister of National Insurance, 

stated in Parliamenf last week that she has accepted the 

recommendation of the Industrial Injuries Advisory Coun- 

cil that tuberculosis should be a “ prescribed” disease. 

Section 55 of the National Insurance, (Industrial Injuries) 
> 


Act, 1946, lays it down that “a disease or injury may be 


prescribed . . . in relation to any insured persons if the 
Minister is satisfied that (a) it ought to be treated, having 
regard to its causes and incidence and any other relevant 
considerations, as a risk of their occupations and not as 
a risk common to all persons ; and (b) it is such that in 
the absence of special circumstances the attribution of par- 
ticular cases to the nature of the employment can be estab- 
lished or presumed with reasonable certainty.” When the 
Industrial Diseases Subcommittee of the Industrial Injuries 
Advisory Council was asked to consider and advise on the 
question whether tuberculosis (and other communicable 
diseases) should be prescribed as an industrial disease of 
nurses and other health workers it was set a very difficult 
task. However, in spite of the difficulties the council has 
succeeded in bringing out a concise and informative report’ 
with a number of cut-and-dried recommendations on which 
the Minister has already acted. It is doubtful if any will 
disagree with the general recommendations that diseases 
due to tuberculous infection might properly be prescribed 


under the Act in so far as they affect persons “ having close © 


and frequent contact with the infection by reason of their 
employment.” The conditions under which the disease may 
be presumed to be due to the nature of the employment 
are clearly laid do But the council was quite definite 
in stating that the attribution of particular cases of the 
disease to the nature of the employment could not be 
established; as distinct from presumed, with reasonable 
certainty except on rare occasions. In reaching decisions 
of such importance the council was helped by the evidence 


put before it by many expert witnesses. Earlier this year — 


the Council of the B.M.A. approved a memorandum? on 
this subject prepared by a committee under the chairman- 
ship of Dr. R. R. Trail, and this memorandum was for- 
mally submitted to the Industrial Diseases Subcommittee 
of the Industrial Injuries Advisory Council. The recom- 
mendations of the latter body are in close agreement with 
those of the B.M.A. committee. 


It is of course to be expected that some of the points of 
detail in this report will give rise to controversy. In fact 
there will be many who will agree with the interesting and 
practical note by Mr. T. A. E. Layborn, dissenting from 
a recommendation of the council that the disease may be 
presumed to have been contracted at work for as long as 
two years after employment ceased. He also considers 


that there should be a definite minimum qualifying period © 


of six months’ employment (the council’s recommendation 
is six weeks) before the presumption is permitted that the 
infection was a result of previous employment. No doubt 
some will question the council's view that it is impracticable 
at present to insist that claimants under the Act should have 
had a pre-employment tuberculin test. Other problems 
which the council had to face were the definition of tuber- 
culosis and what is meant by “close and frequent contact.” 
Those who consider that the primary infection is all- 
important and that subsequent disease is due to endo- 
genous exacerbation will support Mr. Layborn’s comment 
that “circumstances quite unconnected with nursing and 


ent Relation to Nurses and Other 
Health Workers, Ministry of National Insurance, 1 


8 British Medical Journal,  1g50, 1, 484. 
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other health work are responsible for the great majority of 
cases of the disease,” and they may feel that the council has 
not given sufficient weight to this view. Nevertheless the 
wisdom of the report outweighs these debatable details, and 
it will bring much satisfaction to all tuberculosis workers. 
Though industrial injury benefits are higher than those for 
ordinary sickness under the National Insurance Act, there 
is some uncertainty about the effect of “ prescribing” 
tuberculosis on nursing recruitment. Some potential 
entrants to the profession may now have a greater sense 
of security, while others may be put off by the possible 
danger. The council has shown good judgment in refusing 
to recommend “ block” prescription of other communic- 
able diseases. It appreciates that the recommendations 
about tuberculosis will have wide repercussions, and it 
prefers to await developments before extending the 
concessions. 


EMOTIONS AND THE SKIN 


Clinical reports on the association between urticarial rashes 
and emotional changes have been quite frequent since 1935. 
A recent report by Graham and Wolf! is interesting, 
because clinical examination was combined with experi- 
mental investigation, The subjects were 17 women and 
13 men who hadthad repeated attacks of urticaria, showing 
either as superficial weals or deeper and more diffuse swell- 
ings. Some had an itching blotchy erythema’ with pro- 
nounced dermographism. A fairly complete life history 
was obtained from each patient, with particular attention 
to exposure to possible antigens and the emotional aspect 
of situations in which attacks of urticaria were known to 
have occurred. The patients were then asked to discuss 
these situations, while observations were made on skin 
temperature and the reactive hyperaemia threshold. To 
carry out the latter test a weight is applied to the skin long 
enough to cause a zone of erythema (due to dilatation of 
the minute vessels) to appear after removal of the 
weight, the time being measured. This is a test of the 
tonus of the vessels and not of their calibre. Skip tem-— 
perature, on the other hand, is dependent on the dilatation 
or constriction of the arterioles. Room temperature was 
kept constant throughout the experiments. In a number of 
cases the authors also tested the sensitivity of the skin 
to pilocarpine and histamine introduced electrically by 
iontophoresis. In 29 out of the 30 cases there was an 
-invariable relation between past attacks of urticaria and 
the emotional state at the time. Curiously, there was no 
important association with foods or other antigens. The 
nature of the emotional state was also specific. Emotions 
’ of anxiety, hostility, grief, or dejection were not directly 
associated with attacks of urticaria, ‘but the prominent 
emotional state was one which might be called resentful 
frustration. At the time when the attack happened the 
patients had felt themselves “ on the spot ” in some way and 
unable to do anything about it. The authors’ experiments 
confirmed this impression. They recorded the emotional 
state on graphs—through self-consciousness, anxiety, tears, 
and dejection to resentment—as the patient discussed his 
preoccupations in the course of the interview ; and, whereas 


1 J. Amer. med. Ass., 1950, 1396. 


other emotions caused little change, when resentment was 
felt the skin temperature rose, the tonus of minute vessels 
fell, and the patient might even start to scratch. Other 
emotions were not entirely without effect ; anxiety tended 
to cause an increase in minute vessel tone and delay of 
flushing after pressure, and dejection was associated with 
a fall in minute vessel tone and also a fall in skin tempera- 
ture, probably due to arteriolar constriction. 


The authors make an interesting point when they say 
that, while they were able to establish a relation between 
urticaria and a particular mental state, they were often 
unable to understand just why the patient had taken that 
emotional attitude. Often enough when the patient ex- 
plained that “ there was nothing I could do,” it seemed to 
the observer that, in fact, a good many things could have 
been done. The patients, as a whole, not only failed to 
express hostility but tended not even to feel it. In the past 
they had adopted rather a passive attitude to punishment 
from parents or superiors.. Some of the women found 
hostility unacceptable in terms of their standards of proper 
behaviour. An attack of urticaria sometimes occurred 
while a patient was pondering on his problems, but at such 
times there was an absence of aggressive fantasies. On 
the other hand there was no general lack of initiative and 
energy of character ; the passivity was shown only in meet- 
ing external hostility. Physiologically urticaria is due to 
an increased’ tendency to vascular dilatation both in the 
arterioles and in the minute vessels. Graham and Wolf 
do not find it necessary to postulate the local liberation of 
histamine. The permeability of the vessels increases as they 
dilate, until the point is reached where exudation occurs. 
Local stimulation—for instance, the rubbing of a collar— 
may decide the actual place of appearance. 


- Toa certain extent these experiments run counter to pre- 
vailing clinical opinion, which would ascribe an important 
role to the emotion of hostility in provoking urticaria. It 
is in any case a little difficult to distinguish between hos- 
tility and resentment. Nevertheless it is investigations of 
this kind that aid in the exploration of psychosomatic 
relationships. Elsewhere in this issue we publish a report 
by Drs. H. J. Shorvon, A. J. Rook, and D. S. Wilkinson 
on the treatment of skin disorders by inducing emotional 
release through “drug abreact?»...’ Much has yet to be | 
learned about the indications for this treatment, but the 
fact that such encouraging results have already been 
obtained not only confirms the importance of psycho- 
logical factors in precipitating certain skin disorders but 
shows that psychiatric treatment is far from impracticable. 
An interesting finding was that after abreaction some 
patients were able to reduce to reasonable proportions 
symptoms which had come to assume an overwhelming 
significance for them. Increasing knowledge of the patho- 
genesis of such obscure conditions as the neurodermatoses 
should help in another direction. One of the greatest weak- 
nesses of psychiatric observations is that they have to be 
expressed so largely in ill-defined qualitative words and 
phrases. If we could redefine such psychological expres- 
sions as “anxiety” and “depression” in physiological 
terms and begin to measure differences between patients 
and in the same patients at different times it would go far 


to clear away present obscurities. = 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


THE TREATMENT OF VARICOSE VEINS - 


BY 
REGINALD T. PAYNE, M.D., M.LS., F.R.C.S._ 


I heard two beggars that under an hedge sate, 
Who did with long talk their matters debate. 
They had both sore legs most loathsome to see, 
All raw from the foot well most to the knee. 

“ My leg,” quoth the one, “I thank God is fair.” 
“So is mine,” quoth the other, “in a cold air, 
For then it looketh raw and as red as any blood, 
I would not have it healed for any world’s good. 
No man would pity me but for my sore leg,. 
Wherefore if I were whole I might in vain beg. . 
I should be constrained to labour and sweat, 
And perhaps sometime with scourges be beat.” 


RosertT CROWLEY, Epigrams, c. 1550. 


Idiopathic varicose veins are common in all sections of 
the community, and every general practitioner is faced 
with the problems of diagnosis and treatment. Sometimes 
he must take full responsibility, while in other cases treat- 
ment can be carried out successfully only in conjunction 
with a specialist. The results will be gratifying if diagnosis 
ig accurate and the scope of treatment recognized. 

The consultant tends to see the most advanced cases 
and other people’s failures. In some there has been a 
non-recognition of threatening complications or the true 
origin of a dermatitis. In others treatment has failed 
because of ignorance of the anatomical territories of the 
internal and the short saphenous veins. Some failures are 
due to the giving of injections in quite unsuitable cases, 
others to giving inadequate injection treatment in suitable 
cases. The treatment of ulceration, phlebitis, etc., may 
prove unsuccessful through the omission of necessary 
surgical measures. 

The treatment and management of limbs in which there 


is varicosity or enlargement of the superficial veins second- 


ary to obstruction or thrombosis of the deeper veins are 
not considered here. Such cases should be eliminated by a 
careful history and a full clinical examination. 


Diagnosis 
Treatment should not be undertaken without an adequate 


medical history and a careful examination. 


History.—It is important to know the patient’s age, the 
age at which the veins developed, their speed of progress, 
the effect of any pregnancies, the nature of any complica- 
tions, the details of past treatment, and the nature of the 
present disability. The character of the patient’s work and 
other physical activities should be ascertained. 

Past History. —Information must be sought about the 
patient’s previous health. Has there ever been typhoid fever 
or any other possible cause of deep thrombosis ? Is there 
a history of skin disease, of peripheral arterial disease, or 
of other disability of the lower limbs ? 

Family History.—A family history of varicose diseases 
occurs in approximately two-thirds of the cases, and a bad 
history has an important bearing upon the question of treat- 
ment. The practitioner who embarks upon the treatment 
of a familial case in which the veins have started at an 
early age and have progressed rapidly with successive preg- 
nancies will gain little credit from injection treatment. 


_ sion of the vein, and 


Physical Signs——A general examination is advisable if 
systemic disease is suspected. Both lower limbs must be 
examined and the general condition of the skin and sub- 
cutaneous tissue determined. More detailed information 
about the size, thickness, and tortuosity of the veins can 
be obtained by palpation. Varicosity of the short saphenous 
vein (Fig. 1) is apt to be overlooked, and examination for 
this should always 
include the region 
behind the external 
malleolus. 

The ‘various tests 
for venous incom- 
petence should be 
carried out. These 
include the determi- 
nation of a_well- 
defined impulse on 
coughing or percus- 


Trendelen- 
burg’s test. Special 
attention should be 
directed to the skin. 
There may be thin- 
ning in relation to 
actual varicosities or 
congestion of the 
lower and inner part 
of the leg when the Fic. | a as of legs. oo 
internal saphenous ing varicosity of of 

vein is incompetent. ‘@Phenous veins. 


varicose ulceration in gore 
ma us, associated with 
incompetence. varicosiy 0 
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Details of any phlebitis, eczema, ulceration, or oedema must 
be noted, and the relationship of these complications to 
the underlying veins determined (Fig. 2). The horizontal 
position is best when examining an area of suspected 
phlebitis. 

It is advisable also to know whether the arteries are 
clinically normal in the feet, and the latter should be 
examined for deformities such as hallux valgus, corns, etc. 
The type and suitability of shoes should be noted. 


Principles of Treatment 


The practitioner must know what may be reasonably 
expected from the various methods of treatment. Relief 
may be obtained in uncomplicated cases by supports, by 
injections, by operation, or by a combination of operation 
and injection. Varicosities below the knee, especially when 
thin-walled, respond well to injections. If, however, the 
internal saphenous vein is incompetent in the thigh, or if 
the veins are relatively straight and thick-walled, then 
thrombosis will be uncertain and recanalization likely. 
Operation, or operation and injection, will be needed in 
these cases. 

In complicated cases it is essential to know the extent 
and nature of the underlying varicose veins. If these are 
of a type likely to respond to injections, then injection 
will have to be incorporated in the scheme of treatment. 


If, on the other hand, the veins require operative treat-. 


ment, then the complications will have to be dealt with and 
the appropriate surgical treatment carried out. The ideal 
to be aimed at is the cure of complications, the obliteration 
of incompetent veins, and the restoration of a limb which 
requires no permanent support. 

External supports are indicated only in uncomplicated 
cases when other treatment is not possible or advisable, 
or as a temporary measure during injection treatment. The 
various types of crépe bandages can ‘be extremely helpful, 
but all too frequently these are applied in such a way as 
to give little support to the limb. Elastic stockings must 
fit accurately, and should be fitted by the suppliers. 
Measurements for them should be taken first thing in the 


morning. 
Injection Treatment 

Many drugs have been used as sclerosing agents, but 
quinine-urethane is one of the most certain. It must be 
used only by those familiar with intravenous technique, 
as leakage into the tissues may produce necrosis. The 
veins should be distended by a light rubber tourniquet, 
and then the patient should lie horizontally on a couch in 
a comfortable position. Treatment should start in the distal 
veins and one injection should be given at each sitting. The 
initial dose should be 0.5 ml., and subsequent dosage should 
not exceed 2 ml., depending upon the size of the vein. 
Local reactions are usually moderate, except when the 
veins are very thin-walled or very large. Mild general 
quinine reactions occasionally occur in women. Large 
veins should be treated at intervals of five to seven days, 
while smaller veins may be treated at intervals of two or 
three days. A crépe bandage may give support during the 
treatment of large veips. 

Cases for operation will not normally come under the 
care of the general practitioner, but post-operative injec- 
tions may be required. Occasionally excellent results are 
obtained in those borderline cases in which surgery would 
appear to be preferable but in which for one reason or 
another it is decided to test the efficacy of injections. 


Phlebitis 


Phlebitis in the lower limbs is invariably due to varicose 
veins and is secondary to venous stagnation and nutritional 
impairment of the vein wall. The diagnosis will be estab- 
lished by the history and by the presence of varicosities 
and a tender subcutaneous swelling, with fixation and dis- 
coloration of the overlying skin. Oedema may be marked 
in massive thrombophlebitis. 

The objects of treatment are: (1) to prevent spread of 
the thrombosis in the superficial varicose veins ; (2) to pre- 
vent spread of the thrombosis to the deep veins with the 
risks of pulmonary embolus ; (3) to control oedema ; (4) to 
improve the circulation ; (5) to control infection if present ; 
and (6) to prevent recurrence. 

Anticoagulants will not be discussed here, as these will 
not normally be used in cases under the general practi- 
tioner’s care. The following are the main types of phlebitis. 


Local.—In mild or moderately severe cases the leg should be 
enclosed in “elastoplast” and a pad incorporated immediately 
above the upper limit of the thrombosis. Moderate activity 
should be permitted, although fatigue must be avoided. The 
elastoplast should be changed at weekly intervals and should 
be continued until the local inflammatory changes have 
disappeared. 

Spreading.—Ligation of the internal saphenous vein at the 
saphenous opening may be indicated in cases with ascending 
thrombosis in the thigh. 

Recurrent and Chronic.—Most of these cases show saphen- 
ous incompetence in the thigh, and operative treatment is 
necessary after the acute attack has subsided. 

“Sock” Phlebitis—In this condition there is much peri- 
phlebitis with extensive woody induration of the tissues of 
the lower part of the leg. Resolution occurs with prolonged 
elastoplast treatment, but operative treatment of the veins is 
usually required to prevent recurrence. 

Infective Thrombophlebitis.—These cases are usually strepto- 
‘coccal and associated with high fever, rigors, and acute inflam- 
matory signs. Penicillin and saphenous ligation are indicated. 


Diagnosis may be difficult when the veins are embedded 
in a large amount of fat. Conditions such as thrombo- 
phlebitis migrans, thrombo-angiitis obliterans, etc., should 
be considered when thrombosis occurs in apparently 
normal veins. 

The use of external supports may be needed temporarily 


after the acute phase has subsided. When operation is 


indicated this should be carried out during a quiescent 
interval. If injections are indicated these should not be 
started until at least six months after the attack of 
phlebitis. 

Eczema or Dermatitis 


Typically varicose eczema starts in the lower third of 
the leg, in relation to old-standing areas of congestion, but 
it may develop over varicosities anywhere or be secondary 
to ulceration (Fig. 3). Long-continued eczema leads to 


sensitization of the skin and involvement of other parts 


of the body. Recurrence is inevitable if the varicose origin 
of the eczema is not recognized. 

- Curative treatment involves treatment both of the eczema 
and of the veins. It is essential to decide whether the veins 


can be cured by injections or by operation. Elastoplast 


should not be used on patients with eczema. 


Mild Cases.—Local treatment will usually cure small areas 
of ‘dry eczema. An ointment of equal parts of zinc oxide 
ointment and soft paraffin should be applied daily and the 
affected region covered with as little dressing as possible. The 
old ointment should be cleaned off with liquid paraffin at each 
daily redressing. Some cases respond well to “ siccolam,” but 
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very little must be applied and the new ointment should be put 
on the top of the old. No other dressing is necessary. A mild 
“sphagnol” ointment often proves helpful, and x-ray treat- 
ment is invaluable in old-standing cases. If injections are 
indicated these may be carried out during the treatment of 
the eczema. 


Severe Gases.—When the eczema is extensive or severe, treat- 
ment should be on the above lines, but combined with a period 
of absolute rest in bed, with the lower end of the bed elevated. 
In many cases there are indications for operation. This can be 
carried out under penicillin cover after rest and local treatment 
have controlled the eczema. 


Fic. 3.—Chronic varicose ulceration with scarring, pigmentation, 
and eczema. 


Varicose Ulceration 


There are many methods of treatment of varicose ulcera- 
tion. I have gradually come to the conclusion that long- 
standing cases are best treated by operation if sound 
healing of the ulceration and a useful limb requiring no 
external support are to be secured. The special indica- 
tions for operation are either incompetent veins in the 
thigh, incompetent communicating veins in the calf, or 
incompetent thick-walled veins. 

Cases Suitable for Injection—If the veins are of a type suit- 
able for injection, then treatment must be built around this, 
and small and early ulcers may be cured by this measure alone. 
Most cases, however, require a combination of injections and 
external support. Injections should start distally and as near 
the ulcerated area as is safe, and the limb should be enclosed 
in elastoplast below the knee. This should be changed weekly 
and a further injection given. Elastoplast treatment should 
be continued for about three weeks after the ulceration has 
healed and it should be followed by the use of a crépe 
bandage for a further three to four weeks. ' 

Cases Suitable for Operation—The ulceration is healed by 
postural treatment before carrying out surgery. This involves 
a period. of absolute rest in bed, with the lower end of the 
bed raised on 8-in. (20-cm.) blocks. The ulcerated area should 
be dressed with an ointment of equal parts of zinc oxide oint- 
ment and soft paraffin, and covered with light gauze dressing. 
Fresh ointment is applied daily after cleaning off the old oint- 
ment with liquid paraffin. The oedema and pain rapidly clear 
up, and a foul infected ulcer is converted to a clean granu- 
lating wound which heals steadily. Penicillin cover has made 
Operation possible immediately healing has occurred. This 


method of treatment may also be used as a preliminary to 
injections or permanent suppoyts. 

The various types of adhesive dressings cannot be con- 
sidered, nor can the treatment of very complicated cases 
be discussed in which there is ulceration, eczema, chronic 
phlebitis, and bone change. There are two points which 
may be of some value to the general practitioner. The 
first is that, although penicillin applications may sterilize 
an ulcer, they will not necessarily lead to healing, and 
may, exceptionally, cause a, generalized skin eruption. 
Secondly, rashes may follow the prolonged use of oint- 
ments containing sulphonamides. 


Haemorrhage 

External haemorrhage may arise either spontaneously 
from thin-walled and congested malleolar varicosities, or 
it may result from injury. In either case the blood loss - 
may be rapid and considerable. Immediate elevation of 
the limb must be followed by a firm local dressing. Ulcera- 
tion may develop at the site of the haemorrhage. Sub- 
sequent treatment of the veins is indicated. 

Internal haemorrhage may occur. Spontaneous cases 
result from the rupture of minute subcutaneous vessels, 
and active treatment is rarely needed. Traumatic haemor- 
rhage may occur when a large vein is torn but the skin 
remains intact. A small haematoma may resolve satis- 
factorily with elastoplast treatment, but a large one may 
require evacuation. Traumatic thrombosis may lead to an 


extending phlebitis. 
Pregnancy 


Varicosities usually start about the second or third month 
of pregnancy. Rapid progress often occurs when there is 
a bad family history of varicose diseases, and especially 
when varicosities have started at puberty. Uncomplicated 
varicosities do not cause oedema, but may be associated 
with other causes of swelling of the lower limbs. The 
degree of discomfort produced is partly an individual factor 
and partly related to the speed of development of the 
varicosities. Generalized skin congestion and discolora- 
tion may be marked. Vulval varicosities and piles may 
also develop. 

Active treatment is not often advisable, because success 
is unlikely owing to the speed of development of the con- 
dition. If local symptoms are marked or if the veins are 
large, then crépe bandages or elastic stockings should be 
worn and an afternoon rest taken if possible. Injection 
treatment should be regarded as quite exceptional, and 
quinine should not be used. The veins usually show con- 
siderable improvement after delivery, but they never return 
to the condition they were in before the pregnancy. After 
the baby has been weaned active treatment should be 
carried out in keeping with the general principles already 
indicated. Every subsequent pregnancy tends to aggravate 
existing varicose veins, and thus increases the risks of sub- 
sequent complications. If active treatment has been carried 
out and a further pregnancy is desired, then such treatment 
should be completed well before the pregnancy starts, and 
should be safeguarded by wearing a below-knee stocking 


throughout the pregnancy. 


In a leading article in the Journal of the American Medical 
Association (September 9, 1950, p. 182) it is estimated that the 
minimum cost to medical students of attending medical school 
for one academic year, including the cost of tuition, other fees, 
books, equipment, all essential living, and travel, ranges from 


$567 (£202 at the present-rate of exchange) to $2,252 (£804), .. .\ 


with a median of $1,473 (£526). 
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Walter Stoneman, London.} 


“PROFESSOR E. D. ADRIAN, O.M., M.D., 
F.R.C.P., P.R.S. 


Professor E. D. Adrian, who in 1937 succeeded the late Sir 
Joseph Barcroft in the chair of physiology at Cambridge, was 
elected President of the Royal Society on November 30, being 
the ninth medical man to occupy this position (see also leading 
article at p. 1320). 


DISTRIBUTION OF CHLORAMPHENICOL 
(CHLOROMYCETIN) 


From December 11 all doctors will be able to prescribe chior- 
amphenicol (“chloromycetin”) for their private or N.H.S. 
patients. The Ministry of Health has issued the following 
statement (see leading article on p. 1319): 


Owing to improvement in supplies, chloramphenicol (chloro- 
mycetin) will be generally available on prescription from 
December 11. The following provisional lists are intended as 
a guide to practitioners in prescribing this antibiotic. 

There are certain infections (list 1 below) in the treatment of 
which chloramphenicol is more effective than any of the thera- 
peutic agents at present generally available. Apart from these 
there is a variety of infective conditions (list 2 below) in which 
the value of treatment is less certain ; preliminary trials both in 
this country and abroad have given variable results, and further 
experience is needed before chloramphenicol can be recom- 
mended as routine treatment in these diseases. In certain 
diseases (list 3 below) there is no satisfactory evidence that 
chloramphenicol has any therapeutic value. 


1. Infections in which the Therapeutic Value of Chlor- 
amphenicol is Superior to that of Sulphonamides or Penicillin.— 
Typhoid and paratyphoid fevers (excepting carriers), brucellosis 
{undulant fever) ; rickettsial diseases—i.e., typhus, scrub typhus, 
Q fever ;_ psittacosis ; lymphogranuloma inguinale ; atypical 
(virus) pneumonias; urinary tract infections resistant to 


sulphonamides and penicillin (these include infections due to 
resistant strains of B. coli, B. proteus, Ps. pyocyanea, and Str. 
faecalis. Sensitivity of the organism to chloramphenicol should 
be determined). 

2. Infections in which Therapeutic Benefit from Chlor- 
amphenicol has been Reported but not Fully Substantiated.— 
Whooping-cough, salmonella food-poisoning, H, influenzae 
meningitis. 

3. Infection: hich there is no Satisfactory Evidence of 
the Therapewt «© of Chloramphenicol.—Influenza, the 
common cold, poliomyelitis aad encephalitis, tuberculosis, 
syphilis, ulcerative colitis. . 

Chloramphenicol is probably effective in a number of 
pyogenic infections, such as bacterial pneumonias, gonorrhoea, 
and peritonitis, but it is doubtful whether it is as effective as 
penicillin or sulphonamides. In bacterial endocarditis due to 
organisms which penicillin-resistant, chloramphenicol is 
probably inferior to a combination of streptomycin and 
penicillin. An exception to this is bacterial endocarditis due 
to penicillin-resistant Staph. pyogenes; for this, as for any 
severe penicillin-resistant staphylococcal infection, “ aureo- 
mycin ” is the antibiotic of choice. 

It should be noted that chloramphenicol in the powdered 
form has an extremely bitter taste. It is not, therefore, easily 
administered to young children who will not swallow capsules. 


THE BLAIR-BELL MEDAL 
PRESENTATION TO PROFESSOR MUNRO KERR 


The first Blait-Bell medal of the Royal Society of Medicine, 
awarded quinquennially for the advancement of science in 
gynaecology or obstetrics or both in the preceding five years, 
was presented to Professor J. M. Munro Kerr in the presence 
of a distinguished company on November 30. The medal was 
designed by Mr. Carter Preston. 

Lord Webb-Johnson, President of the Royal Society of Medi- 
cine, said that he had not known Blair-Bell as well as he would 
have liked, but he well knew his. brother, who wore himself 
to death in the service of the wounded in the first world war. 
It was a delight to see many members of Blair-Bell’s family 
present on this occasion. The medal was a beautiful example 
of the engraver’s art. On one side it bore an excellent portrait 
of Blair-Bell, and on the other a design to represent Juno 
Lucina, the chief goddess of childbirth. He spoke of his great 
admiration and affection for the first recipient of the award. 

Mr. ¥. B. Green-Armytage, President of the Section of 
Obstetrics and Gynaecology of the Royal Society of Medi- 
cine, and Professor Hilda Lloyd, President of the Royal 
College of Obstetricians and Gynaecologists, then presented 
Professor Munro Kerr to Lord Webb-Johnson. In doing so, 
Mr. Green-Armytage said that for over 50 years Professor 
Munro Kerr had adorned and embellished their profession ; 
during that time he had stimulated countless students—under- 
graduate and postgraduate—and had earned the regard and 
affection of countless colleagues. When it was learned that 
Professor William Blair-Bell had left £500 to the Royal Society 
of Medicine to establish a medal to be given every five years 
to the man or woman who had done most to advance science 
in gynaecology and obstetrics it was the unanimous vote of 
their Section of the Society that the first recipient should be 
their guest of that evening. 


_ Professor Munro Kerr, after receiving the medal at the hands — 
of Lord, Webb-Johnson, said how deeply he was touched and 


how greatly he prized the honour. When he heard that this 
honour had been given him he wondered what some of his old 
colleagues now in the Elysian fields would say about it. Prob- 
ably they would say that it was only what was to be expected 
in the case of a Scot, long-lived and persistent. 


He appreciated the medal the more because it had been f 


handed to him by a great surgeon. The relationship between 
surgeons and gynaecologists had not always been so friendly 
and amicable as it was to-day. When he looked back to the 


’eighties, at the time when he was a student, he recalled that — 


gynaecologists were recruited from old obstetricians who had 


very little experience of abdominal surgery. They had one — 
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such in Glasgow, a very erudite man, and a good obstetrician, 
who had been a medallist in anatomy, though when he came 
to know him he was an accepted authority on seaweed. 

He thanked Mr. Green-Armytage, a friend of many years’ 
standing, and Lord Webb-Johnson for the kindly words with 
which they had introduced him to the company, and he associ- 
ated with the thanks Mr. Geoffrey Edwards, the secretary ‘of the 
Society, who had arranged this.occasion and who himself was 
celebrating his 25 years’ association with the Society. 


| Reports of Societies 


SYMMETRICAL CORTICAL NECROSIS OF 
KIDNEYS 


At a meeting of the Section of Obstetrics and Gynaecology of 
the Royal Society of Medicine on November 17, with Dr. V. B. 
GREEN-ARMYTAGE in the chair, a paper was read on symmetrical 
cortical necrosis of the kidneys. 

Professor H. L, SHEEHAN, of the Department of Pathology, 
University of Liverpool, said that the great majority of these 
cases arose from concealed accidental haemorrhage in preg- 
nancy. In studies of a large series of kidneys in women who 
had died after concealed accidental haemorrhage, some of them 
a few hours after the haemorrhage and others a few days later, 
all the stages of different renal lesions could be seen, from very 
slight and minor degrees of damage up to complete cortical 
necrosis. The cause of the kidney damage was ischaemia, due 
to temporary arrest of the circulation to the renal cortex at the 
time of the accidental haemorrhage or soon afterwards, followed, 
on the restoration of blood flow, by the development of necrotic 
changes and the formation of thrombi. 

He divided the renal lesions into nine grades. The first 
grade, illustrating the slightest lesion, was a condition of 
proteinuria, brought about by a spasm of the afferent arteri- 
eles which lasted, perhaps, a quarter of an hour. All that 
resulted from the spasm was a certain amount of damage to 
the filtration mechanism of the glomeruli. To the naked eye 
the kidney in this grade showed no marked abnormality, and 
there was usually a return to normal within one or two days. 
The second grade was signified by colloid degeneration in the 
epithelium, of the proximal convoluted tubules and colloid casts 
in the intermediate zone. Here again the patient had a spasm 
affecting the afferent arterioles, lasting for possibly an hour. 
The epithelium of the tubules was partially damaged and 
developed a series of degenerative changes. Usually with a 
Grade 2 lesion there was a return to normal within two or 
three days. 

In the third grade there was necrosis of the proximal convo- 
luted tubules. Here the spasm lasted a good deal longer, 
probably for two or three hours; there was necrosis of the 
proximal convoluted tubules, though the other structures of the 
kidney, being less sensitive, survived. In most of the tubules 
the epithelium began to regenerate after about three days. At 
this grade there was obviously a severe impairment of renal 
function. The fourth grade was marked by benign thrombosis 
of the glomerular capillaries. The spasm of the afferent arteri- 
oles here continued longer, and the tubular necrosis was more 
widespread. The thrombi, however, did not occlude the capil- 
lary lumen. The fifth grade showed focal cortical necrosis, 
with the glomeruli themselves damaged, and thrombosis in the 
arterioles. The initial spasm in the greater part of the cortex 
lasted from two to four hours, and in the few small foci from 
eight to ten hours. The subsequent course was healing of the 
small focal: lesions if the degree of proximal tubular ‘necrosis 
was not too great to allow the patient to survive. 

The sixth grade he had entitled “minor cortical necrosis.” 
It was here that arterial lesions as distinct from lesions of the 
arterioles began to play a part. Spasm lasted in the distal 
Part of the arteries for eight or twelve hours, killing the 
glomeruli and parts of the cortex in the area. When the 
arteries relaxed, and the blood opened up with sufficient pres- 


- 


sure, there quickly developed necrosis and dilatation in these 
dead arteries. The seventh grade consisted of patchy cortical 
necrosis, The spasm developed about the mid-point of the 
intralobular artery. After relaxation of the spasm thrombi 
appeared in the necrosed artery at about 18 or 24 hours. So 
much kidney tissue was lost as a result of the widespread and 
prolonged ischaemia that chances of recovery were very poor. 

The eighth grade was marked by gross cortical necrosis, with 
spasm occurring low down in the intralobular artery, cutting off 
the whole blood supply to the cortex, all structures in the 
ischaemic area being necrosed. When arterial spasm relaxed, 
the whole arterial tree dilated, and necrotic. changes and 
thrombus of the usual sort developed. The final grade showed 
gross cortical necrosis of a most severe kind. Im a schema 
which Professor Sheehan showed, out of 1,000 cases of con- 
cealed accidental haemorrhage it was estimated that 105 had 
changes corresponding to Grades 4 to 9. Among these 1,000 
cases there were 64 deaths on the first day, 44 deaths later in 
the puerperium, and 892 recoveries. . 

In the ensuing discussion Dr. A. M. Jorxes described 10 
cases of cortical necrosis of the kidneys, fivé of them fatal, 
and three with prolonged and two with short-term oliguria. 
In the five non-fatal cases the course of recovery of renal func- 
tion was identical. Ability to concentrate urine was recovered 
in anything up to a fortnight after onset. There was no 
fundamental difference in the ischaemia resulting from corti- 
cal necrosis, nephron necrosis, or tubular damage; the differ- 
ence was only one of degree. He stressed. the impossibility 
of diagnosing with certainty a complete cortical necrosis ; there- 
fore all cases must be treated on the assumption that there was 
a recoverable renal lesion. 

Professor KENNETH FRANKLIN said that he had wondered 
whether other renal troubles of pregnancy had not some aetio- 
logical basis common to them and to cortical necrosis. Changes 
apparently comparable had been induced in animals by vari- 
ous experimental procedures. In rabbits experimental renal 
cortical necrosis was definitely induced by ischaemia. The 
renal effects occurring in cases of concealed accidental haemor- 
rhage ranged from quite minor changes to full necrosis. There | 
was a certain measure of renal cortical blood-flow diversion a 
little before term. The contraction of the abdominal muscles 
with the onset of labour must also be borne in mind. It could 
be visualized how, under the various influences which were 
brought to bear, cortical necrosis or some other renal lesion 
might develop. 2 

Professor J. F. HEGGIE said that he had seen similar changes 
to those described by Professor Sheehan. He noted that Pro- 
fessor Sheehan had not suggested a cause for the spasm, and 
it was very difficult to prove or disprove that spasm occurred, 
though many writers on the subject had described spasm on 
the strength of the aetiological evidence. 

Mr. G. J. SopHIAN gave a review of recent literature on 
the subject. He thought that the work of Trueta and his 
colleagues had made possible a more rational explanation of 
what occurred, and it was this which had suggested to him the 
hypothesis which he had been advancing since 1947 concern- 
ing the causation of the major renal disturbance which under- 
lay pregnancy toxaemia. In the laboratory animal faradic 
stimulation of the renal nerve could result in some degree of 
cortical necrosis, with visible changes in the cortex. He showed 
sections illustrating changes noted in the kidney of the rabbit 
following renal ischaemia. 

Dr. R. H. PARAMORE commented on the three main theories 
put forward—toxins, reflex nervous stimuli, and increased 
activity of abdominal muscles in parturition—and directed 
attention to the last of these as having an importance hitherto 
neglected. 


The Ministry of Health has prepared a booklet entitled 
Allocation of Pension explaining the superanmmation scheme to 
medical practitioners and others about to retire from the 
National Health Service. Copies have been sent to hospital 
boards and executive councils so that it may be seen by doctors 
who are about to retire, and it may also be obtained from H.M. 
Stationery Office for 6d. 
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FLORENCE NIGHTINGALE’S VIEWS ON THE 
AGE AT WHICH A YOUNG LADY 
SHOULD BECOME A NURSE 


The letter from Florence Nightingale printed below was written 
to Sir William Richmond, R.A., about the daughter of a friend 
of his. It is interesting to record that the subject of this letter, 
in later life, worked with great devotion among the Kentish 
hop pickers» 
The original letter, which we publish by kind permission of 
the present owner, Dr. Arthur M. Ware, is written in pencil. 
Oct. 17/87 
10, South Street, 
Park Lane, W. 


My dear Sir, 

Your wishes are law to me. And your account of the young lady 
of 18 who wishes to devote herself as a Nurse is so very interesting. 

But have you thought whether 18 is not too young, both physically 
and morally ? 

There are sacred secrets belonging to the sick which 18 could 
not and ought not to be able to understand—and there are secrets 
the very reverse of sacred, the secrets of vice, about Patients which 
their: Nurse must know if she is not to be made a fool of; and 
which one shrinks from any young woman, gentle or simple, knowing. 
(Alas ! the “ simple”. know them far too soon.) 

A gentlewoman, or gentle girl, would either be shocked and run 
away. Or she would be hardened, which is the worse evil of the 
two. Then about the physical side—we do not take any one into 
our Training School at St. Thomas’ Hospital under 23—tho’ I think 
we strive to make it a home where the mother of any girl need not 
object to seeing her daughter. 

Whatever you take out of a woman in Nursing life before 23 
or 24 you more than take out of her at the other end; indeed you 
may reckon two years for every one at this end that she loses at 
the other. Even in Children’s Hospitals I believe they take no 
Probationers under 20. (It is true that the present Matron of 
St. Thomas’ (just appointed) who was Matron of the Great Edinburgh 
Infirmary for 13 years, came to us before she was 20, and has been 
in the Service ever since. But the exception proves the rule (This 
lady is a pearl of the finest water), and I think even she would 
have better health, had she entered later.) 

We even prefer not admitting gentlewomen earlier than 26 or 27, 
for two reasons: one that gentlewomen are younger in knowingness 
than those who have had to rough it: the other that posts of 
superintendents will be theirs if they persevere in the life* and 24 
is too young to superintend. 

Having laid these things, as an old Nurse and Trainer, before 
you and Mrs. Richmond, I will gladly see the young lady whenever 
we can make an appointment. 

Pray do not think that I cry down Hospital life. To me it is the 
most sacred, the holiest of all. What is the highest character worth 
but to use it for those who have none ? What is holiness for but 
to spend it for those who are unholy ? And the lovely things one 
sees among Patients, the return of good feeling among those who 
for years have never heard a “‘ good word” would alone make the 
life a delightful one. 

Pardon me for not having answered your note before. I have 
been so driven both by work and illness since I came back that I 
have scarcely had time to breathe, and shall be. But in November 
I hope to have a little more time and to make an appointment to 
see your maiden fair. 

May she run her noble career in life is the earnest wish of 


yours ever faithfully, 
FLORENCE NIGHTINGALE. 
How can I thank you enough for your picture of me; for my sister 
is more than delighted with it ! ! 
F.N. 
W. B. Richmond, Esq. 
*i.e., after their year’s probation. 


Bejel is a childhood-acquired, non-venereal, syphilis-like 
disease due to treponema and widespread among the semi- 
nomadic populations of the eastern Mediterranean area. It 
responds to penicillin, and a Unicef-W.H.O. project in conjunc- 
tion with the Iraq Government to control it opened in Bagdad 
in October under the direction of Dr. E. H. Hudson, of Ohio 
University, Athens, Ohio, an authority on treponematosis. 


Correspondence 


Economy in the Health Service 


Sir,—You deserve the gratitude of all responsible citizens 
for your excellent leader (December 2, p. 1262). The N.HS. 
is facing financial disaster, and in the very near future. This 
year it is estimated to cost £483m.: if this runs true to form, 
the actual cost should be well over £500m. Drastic economies 
may save this much-desired service, but it is idle to believe 
that careful administration and the mere elimination of dis- 
covered waste can produce the kind of economies that will 
bring expenditure permanently within the nation’s capacity. 

It has been suggested in authoritative circles that some small 
charge will have to be made throughout the Service ; but the 
nature of the charge and how it is to be imposed are not clear. 
The issue cannot much longer be shirked. We must be realists 
and crystallize these rumblings about economy into clear and 
definite action to produce a better health service at a lesser 
cost. So I shall venture further and mention at least five sec- 
tions of the Service in which substantial economies could, and 
should, be made. These are the administrative, dental, ophthal- 
mic, pharmaceutical, and hospital sections. 

The costliness of the dental and ophthalmic services is a 
matter for grave concern. It may be politically expedient, 
but it is scientifically wrong and economically unsound to pro- 
vide dentures and spectacles for octogenarians while allowing 
the teeth and eyes of the rising generation to be neglected. 
It is our duty to see that priorities are restored. Dental and 
ophthalmic benefits were in existence before 1948 under the 
N.H.I., and were free from abuse. Under this system the 
patient paid half of the cost for teeth and spectacles ; and it 
may be that we should reconsider this well-tried method for 
patients who are in full employment. 

The pharmaceutical service is worthy of the closest scrutiny. 
Unfortunately, many people have regarded the N.H.S. as a 
source of free supplies and not, as they should have done, as a 
guarantee that no man, woman, or child shall be debarred from 
receiving free of charge costly, life-saving, and disease-prevent- 
ing drugs, and drugs necessary for certain chronic illnesses. 
The Australian Government has profited by our costly mistakes 
and has prepared a list of these important drugs, some 140 
items, which shall be free on a doctor’s prescription: but the 
inessentials of medicine are not included and the public cannot 
“run riot in the chemist’s shop.” We should do well to free 
the N.H.S. in this way from abuses which cannot meet with 
the approval of responsible citizens. 

The cost of the hospital services (£238m.) has shown an 
alarming increase and is mounting daily. Yet there are no 
more beds in the hospitals : in fact, there are 50,000 empty beds 
as compared with 1939. The great cost has been attributed 
to the increase in administrative, clerical, and medical staffs, 
and to the present inefficient system of financing the hospitals. 
The result has been a tremendous increase in the maintenance 


rate per bed, which in many hospitals has more than trebled © 


since 1948. There should be ample scope here for substantial 
economies. Furthermore, though the N.H.S. has been widely 
advertised as a free Health Service it has never been advertised 
as a free hotel service. So for those who can afford it, and 
there must be few who cannot in this country of full employ- 
ment, a reasonable charge of £1 per week should be made for 
board while in hospital : with over 500,000 hospital beds in the 
country this should effect a saving of at least £20m. a year. 

The need for retrenchment is urgent. Economies on the 
above lines would, I feel confident, produce a more efficient 
health service, free from abuse and exploitation on the part of 
both patient and practitioner. The Minister has invited our 
representatives to put forward suggestions for economies 
(Supplement, July 8, p. 19), but neither the Council nor the 
G.M.S. Committee has yet taken any steps in the matter. It 
may soon be too late to save the Service.—I am, etc., 


Guildford. J. O. M. REEs. 
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CORRESPONDENCE 


Displaced Registrars 

Sir,—It seems that the conscience of the profession is causing 
discomfort. The hardness of the bargain which the negotiating 
committee drove with the Minister is being gradually realized, 
and matters are being brought to a head by the difficulty of 
defending the secret merit award scheme and by the suggestion 
that the awards should be devoted to medical charities. Your 
leading article (November 18, p. 1158) points out that the pro- 
posal of the Ministry of Health to discard 1,100 registrars is 
due to financial reasons and not because there are already 
sufficient consultants in the Service. The suggestion has also 
been made that the period of service for senior registrars should 
be extended, but it would probably be more satisfactory to 
establish a grade of assistant consultants. Some of the money 
might be provided from the merit awards. This money was 
granted for the improvement of the Service, and, if it is not 
desired by the consultants and is not having the effect expected, 
it should be devoted to some other part of the Service. I can 
think of no more worthy way. in which it could be spent than 
in providing salaries for assistant consultants.—I am, etc., 


Liverpool. H. H. MacWILuiaM. 


Sir,—In your leading article (November 18, p. 1158) you 
make the point that this hard decision to discard over a 
thousand registrars is due to the financial impossibility of 
creating the new consultant posts which are considered neces- 
sary to the proper running of the Service. I am glad you 
did so, because it is a vital point. Many of the major diffi- 
culties confronting the Service at the moment are essentially 
financial. The extension of hospitals and building of new 
ones, the provision of more nurses and better care for the 
tuberculous and the aged sick, the building of health centres, 
the increase in the capitation fee and better pay for doctors in 
the Forces, all call for a great deal more money. 

The necessity for rearmament has of course imposed economy 
on the country. But prior to this it seemed at least doubtful 
whether the public were prepared to spend any more,money on 
the Service. It would seem very desirable that the profession 
should emphasize whenever possible that if the country wants 
a good Service it must be prepared eventually to pay more 
for it. Any failure on our part to do this may prove a dis- 
service to the future of medicine in this country.—I am, etc., 


London, N.18. Davip FERRIMAN. 


Sir,—Your leading article (November 18, p. 1158) quotes 
1,100 as the number likely to have their appointments termi- 
nated by M.O.H. Memorandum R.H.B. (50) 106. This is a 
considerable understatement. Apart from the 1,100, whose 
posts are ruled as above establishment, the great majority of 
the remainder have been registrars since July 5, 1948, and their 
appointments will also be automatically terminated. The total 
number of registrars to be discharged from the National Health 
Service is likely to be over 2,000. Many of these men are in 
their late thirties and have young families. 

A return to service in the armed Forces is unlikely to appeal 
to the majority of registrars, who have already served through 
the war. Moreover, it is no solution to the problem to suggest 
that many will find openings in general practice. It is as hard 
to enter general practice as a principal to-day as it is to become 
a consultant. 

Does the Minister of Health think that the National Health 
Service will benefit from the sudden loss of these men ? Surely 
they are the very people, young, keen, and well qualified, who 
should be making the Health Service a success. Unless some 
suitable employment within the National Health Service is 
Offered before this memorandum is implemented, large num- 
bers of registrars are certain to become unemployed next year. 
—I am, 

Bath. K. G. PASCALL. 


Sir,—So great was my pleasure in following your reasoned 
arguments (November 18, p. 1158) on the fate of registrars 
that I should be glad if you will allow me to stress one aspect 
of their training touched upon by you. No consultant who has 


been through the ranks of general practice has any doubt that 
the added training he thus received is of incalculable value to 
him in determining the advice he shall give. Can it possibly 
come to be regarded, not as a disadvantage, but as a normal 
part of his training that the potential consultant shall have a 
background of general practice? If so, it might then be 
regarded as normal that the general-practitioner registrar 
should have a right to promotion. 

Can the difficulty envisaged by you, of arranging for the 
future of 1,100 registrars, be overcome by judicious placing 
of them in general practices where they will have not_ only 
an opportunity but a right to appointments as clinical assis- 
tants at recognized hospitals ? If they can’ be given a reason- 
able prospect of promotion over a period of five years, at 
the rate of 200 promotions a year, to consultant status, would 
not the consultant body be all the richer for their experience ? 


—I am, etc., 
Bangor. LEONARD LANCASTER. 


Sirn.—The Ministry of Health circular “ Registrar Grades : 
Review of Appointments ” was discussed at ~ recent meeting of 
the Welsh Regional Registrars Group. A unanimous resolution 
was passed that the following criticisms be placed on record: 

1. That the proposals are entirely unacceptable in that no satisfac- 
tory solution of the registrar problem is offered. : *. 

2. That the instruction to hospital boards in paragraph 9 (ii) (that 
registrar and senior registrar appointments be reviewed annually and . 
where necessary terminated in the implementation of the reduced 
establishments) will involve flagrant breach of contract in many cases 
where appointment has already been made for two or three years 
in accordance with the terms and conditions of service. 

3. That the proposals in paragraph 11 (5) are particularly unaccept- 
able to registrars. 

4. That paragraph 12 merely adds insult to injury. 


—I am, etc., 


G. R. VENNING, 
Acting Secretary, Welsh Regional Registrars Group. 


Registrar House 

Sir,—The efficiency of hospital services will suffer so much 
from the displacement of registrars that the registrars can surely 
turn the situation to their personal advantage, and let us give 
them every help and encouragement. I suggest that they form 
themselves into groups, acquire a house near their hospital for 
consulting-rooms, minor out-patient surgery, etc., and call it 
Registrar House. They should enlist the support (financial, if 
necessary) of their present chiefs, and coach them in the best 
way of referring cases for that extra attention and prompt treat- 
ment for which many of the public will gladly pay (not to be 
overdone !). The consultants and not-yet-displaced registrars 
should co-operate to maintain the liaison necessary to provide 
those facilities which can be found only in the hospitals. I feel 
sure that the authorities would turn a blind eye to a little outside 
practice by registrars during the last weeks before they are 
discarded, while a little unobtrusive advertising would be over- 
looked—say a joint notification of the address to the local 
practitioners. 

For certain conditions the service provided at Registrar House 
would be so much more efficient and prompt than the hospital 
provides that it should be an immediate success. Indeed, 
perhaps the securely (?) established consultant might make it . 
a condition of early financial help that he should have a future 
claim on a room in Registrar House if things become intolerable 


elsewhere.—I am, etc., 
Oxford. W. Ritcuie RUSSELL. 


Exercises in the Bath 


Sm,—Sir Leonard Hill’s enthusiastic approbation (November 
18, p. 1153) of Mr. Togna’s under-water exercises is surely mis- 
leading. He judges their value by the oxygen consumption per 
pulse-beat. upon which basis Mr. Togna’s oxygen intake with a 
pulse frequency of 66 per minute is equal to that of a famous 
marathon runner with a cardiac rate during exercise of 118. 

‘ But this gives an erroneous impression of the real criteria, 
the total oxygen consumption per minute. Sir Leonard says that 
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CORRESPONDENCE 


“ Togna’s theory was established in effect by the experiments of 
Professor G. P. Crowden.” Crowden showed, as would have been 
expected, that simple exercises performed in water involved little 
exertion, as indicated by the oxygen intake and, of course, the small 
increase in cardiac rate and blood pressure. With a simple arm- 
or leg-bending exercise the increased oxygen requirement per minute 
is about twice as great in the air as in the water, while in another 
type of exercise in which the trunk is raised and lowered the increase 
in oxygen requirement in water is only one-third of that for the 
same exercise performed in the air. To quote Togna’s own figures, 
the cost of action done in air for one minute at the rate of 70 move- 
ments to the minute raised the pulse rate from 60 to 180 and the 
oxygen.requirement to 3,470 ml. per minute. The cost of the same 
action vigorously done in the bath for five minutes at the rate of 
60 movements per minute raised the pulse rate from 60 to 88 and the 
oxygen requirement to 1,401 ml. per minute. 


It was only to be expected that the lay press, with the 
advocacy of a popular medical journalist, has not been tardy 
to represent that all the advantages of strenuous exercise, 
especially—on y revient toujours—weight reduction, may thus be 
served with none of the disadvantages, in particular circulatory 
stress. It is proper to concede that no harm results from such 
a misconception. The corpulent middle-aged-and elderly who 
are disinclined or unable to take strenuous exercise will have 
the physical pleasure of effortless splashing about in warm water 
and the psychical advantage of believing that they are even 
surpassing their more vigorous self-exhausting brethren.— 
I am, etc., 

London, W.1. ADOLPHE ABRAHAMS. 


Sir,—Sir Leonard Hill’s interesting: article (November 18, 
p. 1153) was no doubt intended as a serious contribution to 
therapeutics and perhaps geriatrics. One would therefore wish 
for rather more detail. Sir Leonard implies that the chief 
benefit lies in the removal of the effect of gravity ; if this is so, 
why is swimming classed with “ exercises in air” as inferior ? 
Unless the temperature of the water is the deciding factor the 
difference between exercises and swimming must be in the 
precise nature of the exercises, and one would like to know 
more about them. From experiment in a normal bath I can 
assert that it is difficult to carry out any exercises except the 
simultaneous ‘employment of opposing muscles—e.g., flexors 
and extensors of the limbs—and this I should have thought 
could have been done lying “in air” with no particular 
complication by gravity.—I am, etc., 


London, W.1. NorRMAN J. AINSWORTH. 


A Clinical Test for Free Blood 


Sir,—The amount of free blood that can be present in the 
peritoneal cavity without advertising itself often comes as a 
surprise to the surgeon. For the last 15 years I have made 
it a practice fh case of doubt to tilt the patient by raising the 
foot of the bed 18 in. (45 cm.). Unilateral or bilateral shoulder 
pain is usually felt within half an hour, and is a remarkably 
constant sign when free blood is present. No doubt the idea 
has occurred to others, but it is apparently not in general 
teaching and usage. This is my only justification for placing 
on record such a simple procedure.—I am, etc., 


Luanshya, A. C. FIsHErR. 
Northern Rhodesia. 


Family Planning for the Rhesus-negative Mother 


Sir,—Doctors practising obstetrics must be frequently asked 
nowadays to advise Rhesus-negative mothers on the number of 
their family. The glamour of exchange transfusion, and other 
measures aimed at combating the effects of erythroblastosis 
foetalis, have been much publicized. Unfortunately the impres- 
sion left in the minds of many Rhesus-negative women is that 
their baby, whether it be their first or their fourth, is almost 
certain to be stillborn or at best will live only to become the 
inmate of‘a mental hospital. 

I am anxious to publish the following two cases to show how 
wrong is this impression. 


Case 1.—Mother, Group B, Rhesus-negative, gave birth to :—1932, 
girl: normal, Group B, Rhesus-positive; 1934, girl: normal, Group 
B, Rhesus-negative; 1935° (February), 1935 (August), 1935 
(December), eight-week miscarriages ; 1937, girl: died after discharge 
from hospital, no icterus, no evidence of erythroblastosis foetalis ; 
1940, girl: normal, Group B, Rhesus-positive; 1948, boy: normal, 
Group B, Rhesus-negative; 1950, girl: Rhesus-positive, Coombs- 
positive, jaundice; apparently completely normal after exchange 
transfusion. 

The husband’s blood in this case is Rhesus-positive, and, in the 
light of the Rhesus grouping of the children, must be heterozygous. 

Case 2.—Mother, Group A, Rhesus-negative, gave birth to :—1929, 
girl: normal, Group O, Rhesus-positive; 1930, girl: normal, Group 
A, Rhesus-positive ; 1932, boy: normal, Group A, Rhesus-positive ; 
1934, boy: normal, Group O, Rhesus-positive; 1936, boy: normal, 
Group O, Rhesus-positive; 1938, boy: normal, Group O, Rhesus- 
positive; 1940, boy: normal, Group A, Rhesus-positive; 1942, boy : 
normal, Group O, Rhesus-positive; 1947, boy: normal, Group A, 
Rhesus-positive ; 1950, girl: normal, Group A, Rhesus-positive. 

Genotyping was carried out by Professor Mourant on the husband’s 
blood, and. was reported as Group O, probable Rh genotype, Rh,Rh,. 
(CDe/CDe). In his report Professor Mourant added that the Rh 
grouping might be R,R' (CDe/Cde), but the children’s Rh groups are 
against this. This case shows that an apparently homozygous Rhesus- 
positive man mated to a Rhesus-negative woman can produce ten 
healthy normal children, without the formation of antibody in the 


wife’s serum and without any of the effects of erythroblastosis in: 


the offspring. 
Case 1 serves to illustrate the fact that to forecast the future 


‘ without knowledge of the Rhesus grouping of the husband is 
useless. Even with this grouping, unless his genotype is known — 


(or the Rhesus grouping of the existing children, from which his 
genotype can be assumed), no prognosis for future pregnancies 
can be given. 

Case 2 shows that, where the outlook appeared to be as 
unfavourable as possible (Rhesus-negative wife, homozygous 
Rhesus-positive husband), the couple managed to have ten 
normal healthy children. 

To sum up, it would appear that no Rhesus-negative woman 
should be advised against embarking on further pregnancies 
unless the Rhesus grouping (and possibly genotyping) of her 
husband’s blood has been done. Even when these facts are 
obtained and appear to point to a bad prognosis, occasionally 
couples can rear large families of healthy normal children. The 
only completely certain case where avoidance of further 
pregnancies can be confidently recommended (and where some 
authorities would be prepared to terminate and sterilize a 
woman) is when the Rhesus-negative wife has antibodies in her 
serum, a history of one or more previous erythroblastotic 
infants, and a homozygous Rhesus-positive husband.—I am, etc., 


Taplow, Berks. JoHN HENDERSON. 


Hygiene of Urinal Bottles 


Sir,—The stench peculiar to a ward of elderly men is an 
aesthetic challenge hitherto neglected by the medical profession. 
Analysis of this smell in a geriatric hospital showed that 
although strongly noticeable on the male side it was not apparent 
in wards for women, whether ambulant, bedridden, clean, or 
incontinent. Yet the female wards were of precisely similar 
construction and had the same standard of nursing, cleanliness. 
and ventilation. It was not the smell of stale tobacco-smoke 
lingering on bed-linen, etc., nor was it due to sex differences in 
composition of sweat, or incidence of bromidrosis and ring- 
worm of the feet, for the malodour was not present in all male 
wards. The source of offence was traced to the male urinal 
bottle. 

The urinal bottles available at present are made of glass, 
porcelain, enamelled iron, or stainless steel. Incrustations 


accumulate in all, but the opaque utensils have the added dis- | 


advantage that vigorous action is rarely taken to remove what is 
not seen. Enamelled iron bottles, being cheap, are very widely 
used, but as they soon chip to expose rusty metal they rapidly 
become unsightly and unhygienic; in the long run they are 


uneconomical and on all grounds should be abolished. A stout — 


transparent plastic urinal bottle would be ideal, but, until such 
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becomes available, glass or stainless steel are the materials of 
choice. 

After some weeks of use, even though rinsed carefully, the 
dottle becomes fouled with a hard brown incrustatien overlaid 
by a furry deposit. This accretion is the source of the foul 
smell. The hard brown crust is composed of mineral salts, 
chiefly calcium phosphate, stained with urinary pigments. From 
the furry slime overlying it a rich variety of organisms can 
be isolated, including 8 haemolytic streptococci (Lancefield group 
C), B. proteus communis, achromobacters, aerobic spore-bearers, 
and micrococci. Once it has formed, this accretion is extremely 
tenacious and can be removed only by strong caustics. Washing 
alone, however meticulous, does not prevent its recurrence. The 
problem was solved by applying a modification of the method 
used for sweetening vats in the brewing industry. 

The routine recommended is as follows: 

(1) Initially-all bottles which have been in use are cleaned by soak- 
ing in concentrated commercial hydrochloric acid (approximately 
33%) for 30 minutes. After washing in several changes of water, and 
finally rinsing in a bottle-washer or under a tap, they are ready for 
use. New, unused utensils do not, of course, require this initial 
cleansing. 

(2) Used bottles are collected from the patient’s side four-hourly 
(clean ones being issued in their place) and their contents emptied 
down the sluice. 

(3) About 2 ml. of an acid detergent mixture, consisting of “ izal” 
liquid cleanser 1% with commercial hydrochloric acid (“ spirits 
of salt ’)'1% in water, is inserted into the urinal bottle and about 
4 pint (250 ml.) of water added. 

(4) The mouth of the bottle is then covered with a rubber pad 
and the vessel shaken vigorously for 30 seconds. 

(5) The contents are poured down the sluice, and 

(6) the bottle is rinsed in the standard bottle-washer or under 
the tap. 


It must be emphasized that the acid-detergent mixture does. 


not remove long-standing accretions, but does prevent incrusta- 
tions from forming in utensils initially clean. The method has 
proved effective in practice over the past twelve months and 
ensures a sterile, inodorous urinal bottle. 


I am grateful to Mr. W. Trillwood, chief pharmacist to the 
United Oxford Hospitals, for his assistance, and to Dr. R. L. Vollum, 
director of the Public Health Laboratory Service, Oxford, for the 
bacteriology. 


—I am, etc., 


Oxford. P. D. BEDFORD. 


Atelectasis and Bronchiectasis in Pertussis 


Sir,—Dr. A. W. Lees’s paper (November 18, p. 1138) is a 
useful contribution to our knowledge of the incidence, distribu- 
tion, and duration of segmental and lobular atelectasis in 
pertussis. The rarity with which permanent bronchiectasis 
occurred in his series is surprising when one’ considers the 
frequency with which one encounters bronchiectatics who date 
their respiratory illness to an attack of whooping-cough in 
infancy or childhood. Of course, such a difference may well 
be due to the selected material one observes in a chest depart- 
ment or, as your annotator justly remarks (p. 1162), to the 
mildness of the pertussis epidemic investigated by Dr. Lees. 

My sole criticism of an otherwise valuable paper rests on 
Dr. Lees’s tacit assumption that Lander and Davidson are 
mecessarily correct in their hypothesis about the genesis of 


’ bronchial dilatation—viz., a more negative intrapleural pressure 


results not merely in the compensatory phenomena of lung 
emphysema and diaphragmatic and mediastinal movements but 
also in widening of the calibre of the bronchi in the affected 
atelectatic areas. Now the latter part of this thesis may be 
Partially correct, but I very much doubt if it represents the 
entire story. It fails to offer an adequate explanation why one 
encounters “ reversible” bronchial dilatation in children whose 
intrapleural pressure readings remain substantially within 
Normal limits throughout their pertussis illness. Similarly, 
Lander and Davidson’s views do not offer a_ satisfactory 
explanation for the absence of bronchial dilatation (as a com- 


pensatory mechanism) outside the areas of lobar atelectasis, 
even when the intrapleural pressure is substantially lowered. 

Perhaps it is because of this very doubt existing in Dr. Lees’s 
mind that he remains so guarded in his appraisal of the merits 
of artificial pneumothorax as a therapeutic weapon “ to counter. 
the mechanical stresses dilating the bronchi.” Clearly, if 
Lander and Davidson’s hypothesis on the aetiology of bronchi- 
ectasis is only a partial explanation, then the entire principle 
underlying collapse therapy in potential bronchiectatics is invali- 
dated. 

—postural drainage, percussion, and bronchoscopic suction as 
therapeutic measures to facilitate expulsion of secretions, while’ 
simultaneously advocating a technique which musf entail coni- 
pression and constriction of the bronchial lumen and result in 
the retention of bronchial secretions which were initially 
responsible for the atelectasis —I am, etc., 

Halifax. - BERTRAM MANN. 

Sir,—Bronchiectasis has still its full share of what Sir Thomas 
Browne called “ vulgar and common errors.” Dr. A. W. Lees 
(November 18, p. 1138) is to be congratulated on investigating 
one, for which Laennec is somewhat to blame, that pertussis is 
a common cause. My own experience, like that of Dr. Lees, 
does not support this view. Some years ago the then superin- 
tendent of the North-eastern Fever Hospital gave me the oppor- 
tunity of seeing all those patients who had survived very severe 
or complicated whooping-cough during the preceding two or 
three years. Clinical and radiological examination suggested 
that all had recovered completely, so that there was no single 
case in whom bronchography could be justified. _ 

The histories of proved cases of bronchiectasis referred for 
admission to the Invalid Children’s Aid Association’s special 
hospital school (the Meath Home) sometimes contain the state- 
ment that the symptoms date from pertussis, or from pertussis 
and measles consecutively. In nearly every such case a more 
careful questioning of the parents reveals that in fact there had 
been respiratory symptoms before the pertussis. The accurate 
history is that pertussis had aggravated respiratory symptoms 
already present. 

Dr. Lees appears to accept what may be another error, that 
the prognosis in a severe case is poor without surgical interven- 
tion. The mother of one of my most severe childhood cases 
recently wrote me that the boy, having passed Al into the Army 

‘and after intensive training, was just off to Malaya. I was able 
to save him from what might have been a medically disastrous 
adventure. The exact role of surgery in the treatment of child- 
hood bronchiectasis has still to be defined. It is misleading to 
attack this difficult problem with the assumption that the prog- 
nosis is known to be bad, when recent follow-up studies have 
cast doubt upon this.—I am, etc., 


London, W.1. s ALFRED WHITE FRANKLIN. 


Intraperitoneal Intestinal Anastomosis 


Sir,—I do not wish to discuss the merits of this operation, 
but would like to point out a few practical principles concerning 
colostomy closure which, judging from the difficulties which one 
so frequently sees recounted, are not as fully appreciated as 
they might be. Failure to close a colostomy is usually due to 
obstruction at the site of closure, assuming that obstruction 
at a distal level, and particularly that due to faecal masses in 
the rectum, has been ruled out before closure is undértaken. 
Obstruction at the closure practically always means inadequate 
crushing of the colostomy spur. 


Before closing the peritoneum in a Mikulicz resection the two 
limbs of colon which are to form a double-barrelled colostomy should 
be sutured together for a full 3 in. (7.6 cm.), and this should be done 
in such a way that the mesentery is well clear of the spur, and so that 
there is no possibility of a loop of small bowel finding its way between 
the walls of the colon subsequently to being crushed. If this is done, 
then with reasonable care there is no difficulty in crushing a spur 
of adequate depth; such extensive “ gun-barrelling ” will necessitate 
a considerably more extensive colonic mobilization than is required. 
when intraperitoneal anastomosis is carried out, if the operation is 
to be as radical as it must be. 


In any event, it appears contradictory to advocate 
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The type of enterotome used is important. There are many unsatis- 
tactory types of enterotome in use. All enterotomes which are 
hinged on the scissor principle are fundamentally unsound; their 
maximum crushing power is close to the hinge, and thus at the 
upper end of the colostomy spur, and they may slip off when this is 
crushed, leaving the deeper part intact. Many enterotomes are ioo 
short. A satisfactory enterotome should be capable of crushing a 
spur to a depth of 3 in. The blades should be brought together by 
being screwed along a bar, and should be arranged so that they 
converge slightly towards their distal ends. This arrangement ensures 
a controlled but powerful crushing force which is maximal at the 
lower end of the spur. The question of teeth is probably not 
important. Short teeth are harmless and make slipping of the 
entérotome less likely, but are not absolutely necessary. Such an 
enterotome, applied carefully, will seldom need more than two appli- 
cations to crush the spur adequately. A second application is some- 
times needed, as it is not always possible to obtain a safe application 
to the full depth of the spur until the latter has been partly crushed. 
In this connexion it is important when applying the enterotome to 
make sure that the tip is freely movable, thus ensuring that it cannot 
include any structure on the posterior abdominal wall. 

Mr. W. Garden Hendry (November 18, p. 1148) states, “‘ An extra- 
peritoneal closure in the presence of a partially crushed spur is always 
difficult and ungatisfactory. ...” I would add that it should not, 
and need not, be attempted. Before closing the colostomy it should 
be possible to pass an index finger to its full length before the remains 
of the crushed spur are felt. If closure is attempted under these 
circumstances there need be little fear of breakdown. 


Certainly, keeping to these principles and using an enterotome 
of the type indicated, I have as yet had no case of even tempor- 
ary leakage, or of the subsequent development of obstructive 


symptoms.—I am, etc., 
Northampton. J. H. C. 


Sir,—Mr. W. Garden Hendry (November 18, p. 1148) has 
performed a useful service in drawing attention to the undoubted 
advantages of immediate anastomosis after resection of the 
colon. However, four of his 15 cases were operated upon for 
growths of the caecum. Primary anastomosis has long been 
the established method of completing a right hemicolectomy. 
The comparative safety of the procedure lies in the fact that in 
the presence of a caecal growth the vitality of the colon is not 
impaired by the effects of obstruction, whether acute or chronic. 
These affect only the small intestine, and experience gained 
from resections for strangulation teaches that the healing powers 
of small intestine, in contrast to those of the colon, are not 
appreciably reduced by obstruction. 

In six of his remaining cases Mr. Hendry availed himself of 
proximal decompression by a caecostomy or colostomy. This 
again, it is fair to say, has been a common practice for many 
years and it has given good results. Still, one of the cases in 
this group developed a faecal fistula and remains with a 
colostomy and three others have undergone a second operation 
for closure of the caecostomy. 

Mr. Hendry is to be congratulated on the five cases in which 
he. successfully performed an immediate colonic anastomosis 
without a caecostomy or colostomy. He is on sure ground 
when he refers to the saving in time and inconvenience to the 
patient of this method when compared with the Paul-Mikulicz 
procedure. But I cannot endorse his strictures on the latter 
method when he writes of the difficulties of crushing the spur, 
of the painfulness of the process, and of the multiple attempts at 
spur crushing and colostomy closure. This is quite contrary 
to my experience. 

In a series of 34 resections carried out on the Paul-Mikulicz 
principle I have had three deaths before the colostomy was closed. 
One was from bronchopneumonia in a patient aged 79 and one 
occurred in a young man suffering from severe cachexia. The third 
death resulted from a technical error and was the only one related 
to the method in question. In the absence of an enterotome I used 


“a pair of Kocher’s forceps to crush the spur. Penetration by the 


sharp teeth of this instrument caused a local peritonitis with forma- 
tion of adhesions. The patient died from perforation of a gangrenous 
strangulated loop of small intestine. In the remaining 31 cases the 
spur was crushed and the colostomy closed at the first attempt. ‘A 
good many of the wounds have suppurated for a short time. In 
one or two cases there has been a small faecal fistula which closed 
spontaneously in a few days. I have not observed subsequent 
stricture formation nor evidence of defective colonic function which 


Mr. Hendry supposes must result from fixation of the selon to the 
abdominal wall. I doubt if after intraperitoneal anastomosis the 
colon often retains substantially more mobility than after an extra- 
peritoneal completion of the anastomosis. 


Finally, I must join issue with Mr. Hendry over his statement 
that “ it [intraperitoneal anastomosis] can, of course, be a good 
de. 1 more radical than an extraperitoneal excision.” Disregard- 
ing his confusion of terms, by which he implies that it is the 
anastomosis instead of the excision the extent of which is in 
question, it needs to be stated emphatically that the method of 
anastomosis to be used should in no way influence the extent 
of the excision. This, except in purely palliative operations, 
must be decided solely by the extent of the pathological pro- 
cess. In cases of carcinoma this means the extent of glandular 
involvement: Only when such excision is completed need the 
surgeon concern himself with the question of which type of 
anastomosis will give the best result. I can assure Mr. Hendry 
that, because of the great mobility of the colon to which 
he himself refers, provided there are 6 in. (15 cm.) of free bowel 
distal to the resection an extraperitoneal anastomosis can be 
performed in any circumstances in which an intraperitoneal 
anastomosis would be feasible.—I am, etc., 

FRANK Forty. 


Edgware. 


Sir,—It was with great interest that I read Mr. W. Garden 
Hendry’s article (November 18, p. 1148) on fifteen cases of 
intraperitoneal anastomosis in colectomy. I have practised this 
method for the last twenty years and can inform him that | 
have never carried out one single case of the Paul—Mikulicz 
technique in my surgical history. When I was working at the 
New York medical centre in 1932, Dr. Eugene Poole was the 
chief advocate of the extraperitoneal method. He was an 
excellent surgeon, and admittedly got geod results ; but, so he 
informed me, the average time a patient was in hospital was 
just over ten weeks—a serious consideration for a working man, 
as Mr. Hendry points out. Having closely followed Poole’s 
work for three months, I came to the conclusion that with care- 
ful technique in ‘carrying out the end-to-end or end-to-side 
anastomosis there was no real need to swing over to the extra- 
peritoneal method. In those days the sulphonamide compounds 
were unknown, so a prescribed pre-operative course of other 
antiseptics was used. Salol by mouth and lower bowel wash- 
outs with 1/8,000 permanganate of potash or albargin seemed 
to be satisfactory. 

My technique is much the same as that described by Mr. Hendry, 
but I would like to make the following comments: 


(1) In right-sided hemicolectomy—e.g., for Crohn’s disease—I have 
found that the easiest method of anastomosis is end (ileum) to side * 


(transverse colon). 


(2) In resections of the left side of the colon, sigmoid, recto- . 


sigmoid, or descending colon I have found that a very effective 
method of protecting the anastomosis is to pass a large old-fashioned 
type stomach tube up through the anus into the bowel and beyond 
the anastomosis. The tube is then stitched to the anal margin. 
This device prevents the accumulation of gas in the distal bowel 
and so saves any strain on the junction. It is left in for five to 
six days and can be kept free by running saline through a funnel. 
Side holes cut in the tube are an additional measure which may be 
ot assistance in preventing blockage. . 

(3) I have not used suphonamide powder on the actual suture line, 
as so far I have not found it necessary. As an added precaution I 
am in favour of it. 

(4) Drainage should be instituted in all cases, as with the somewhat 
doubtful suture materials at one’s disposal to-day a possible faecal 
leak cannot be ruled out. 

(5) I prefer to lock every third loop of the through-and-through 
suture. 

(6) The post-operative use of streptomycin is to be strongly 
advocated. I have had five cases of slight faecal leak which have 
caused no serious set-back and which cleared up within seven to ten 


days. 

Following on Mr. Hendry’s article I trust that more surgeons 
will attempt this method of anastomosis. I feel sure that they 
and their patients will be highly gratified with the results. 


—I am, etc., 
Burnley. STANFORD HOWARD. 
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Tuberculin Jelly Test 
Sir,—The modification of the tuberculin jelly test which I 
described in a recent article.in the Journal (July 15, p. 141) 
was developed to enable the useful range of the test to be 
extended into the teens and possibly beyond. As several cases 
have been brought to my notice of severe reactions in very 
young children in whom this modified technique has been 


employed, may I say that I would not advise its use, and do not . 


think it necessary, in children under 5 years of age? Their 
skins are so sensitive that the original jelly test without flour- 
paper should be quite adequate. If flour-paper is used then 
some severe reactions may result.—I_ am, etc., - 


London, N.W.3. W. PoinTON DICcK. 
Transmission of Kala-azar 

Sir,—As pointed out by your correspondent, Dr. B. J. Bouché 
(November 4, p. 1060),-the sandfly theory has been severely 
mauled in the past few years. As there have been no serious 
attempts at resuscitation since September, 1945, I think we may 
assume that it is dead and has been decently, if unobtrusively, 
buried by its friends. May we hope that the obituary notice 
will duly appear in the next generation of textbooks ?—I 


am, etc., 
Sheffield. R. H. MALONE. 


Four Brothers with Duodenal Ulcer 


Sir,—Although a familial history of peptic ulcer is quite 
usual, I have recently encountered a remarkable tendency to 
chronic duodenal ulceration in the male members of one family. 
Of nine children seven are male, all of whom are miners by 
occupation. I have myself in the course of the last fifteen 
months carried out a partial gastrectomy in three of the brothers 
for chronic duodenal ulceration. In each case the ulcer was on 
the first part of the duodenum, was extremely chronic, and in 
two of the three was associated with severe pyloric stenosis: 
in fact, the first brother to come under my care was admitted 
as an early case of alkalosis. Besides these three who have 
been treated by partial gastrectomy, one has been operated upon 
for a perforated duodenal ulcer some twelve years. ago, and 
yet another is at present undergoing investigation elsewhere for 
severe indigestion, and has been told he is suffering from 
“stomach trouble.” Of the two remaining brothers, one is 
symptom-free, and the other has mild indigestion, but has not 
thought it worth his while to seek medical advice. Therefore, 
of the seven male members of this family, three have had 
gastric resections for severe duodenal ulcer, one has had a 
perforated duodenal ulcer, one is at present under treatment 
for gastric trouble, one has slight symptoms, and only one is 
completely free. Both sisters are fit and well, as are the parents 
and near relatives. The ages of the seven brothers range from 
31 to 53. 

It would appear as though the tendency to duodenal ulcera- 
tion in this instance is not hereditary. The fact that they are all 
miners (even allowing for the increased instance of peptic 
ulceration among miners) would not seem to account for such 
a high percentage of duodenal ulceration ; nor have the three 
cases upon which I have operated exhibited any signs of undue 
apprehension—indeed, they have all three been excellent 
patients, and were certainly not of the anxious worrying type 
so commonly associated with a duodenal ulcer.—I am, etc., 


Barnsley, Yorks. ANDREW G. BUTTERS. 


Amphetamine in Barbiturate Poisoning 


Sir,—The widespread use of the barbiturate drugs, with 
consequent increase in the incidence of acute poisoning result- 
ing from them, whether accidental or intentional, adds impor- 
tance to a recent article on the problem from the pen of 
Dr. J. D. N. Nabarro (October 21, p. 924). 
the results of his clinical experience in this matter elucidated 
prompts my letter. The author cites several cases from which 
the reader can only conclude that amphetamine sulphate has 


A desire to have— 


commendable therapeutic value in acute barbiturate poisoning. 
He follows with the suggestion that the drug is directly indi- 
cated (to the exclusion of the at present more widely advised 
picrotoxin) if rapid rousing of the patient is desired, as in the 
case of the asthmatic (Case 2); and he goes on to say, “ Many . 
of the properties of amphetamine referred to make it question- 
able whether the use of this drug in barbiturate poisoning is 
ever justified.” 

Dr. Nabarro renders a clinical service by drawing attention 
to the untoward properties of a drug which has such wide- 
spread applications, and he clearly regards as important the 
cardiovascular side-effects in question. But how important are 
they, and how frequently do they occur? The enormous 
quantities of “dexedrine” and “ benzedrine” which are now. 
taken prove conclusively that these drugs are not ordinarily 
associated with significant side-effects at all. But, even agree- 
ing with Dr. Nabarro that cardiovascular toxicity occurs, surely 
it is better to risk a possible though rare cardiac arrhythmia 
while leaving a coma quickly, than to avoid the arrhythmia and 
invite the delayed bronchopneumonia. ; 

It-is unreasonable to discard a drug of proved value in the 


treatment of barbiturate poisoning because it has side-effects, 


especially when, as Dr. Nabarro says, “no undesirable results 
seem to have followed the large amounts of amphetamine 
administered,” and more especially when he goes on te admit 
that picrotoxin quickly induces dangerous “ preconvulsive 
muscular twitchings.” Surely the association of an untoward 
drug effect with the cerebral ra than with the cardiac com- 
ponent of the human being does not necessarily lessen its signifi- . 
cance. In short, far from being a “ useful ancillary drug,” as 
Dr. Nabarro says, in the treatment of such cases, amphetamine 
sulphate is the drug of choice for acute barbiturate poisoning ; 
it is picrotoxin which is ancillary. j : 

Finally, none of my comments contradict or are contradicted 
by Chakravarti, who wrote: “In relation to its toxicity benze- 
drine is the most potent substance for arousing narcotized mice, 
being more potent than cardiazol or picrotoxin ; on the other 
hand, as an antidote to lethal doses of the same narcotic, 
benzedrine is quite useless.”—I am, etc., 


London, N.W.3. H. CReEpITor. 


Dangers of Penicillin Snuff 

Sir,—It was with some concern that I read recently in the 
press of the extensive and frequent usage of penicillin snuff in 
the treatment and the prevention of the common cold at a 
Midlands factory. In the course of a personal research during 
the past six years on the aetiology and treatment of the 
common cold I have used this method of treatment, and from 
personal clinical observations I am of the opinion that the 
following are some of the risks involved: 


1. In some patients frequent inhalation of penicillin snuff produces 
a degree of penicillin sensitization which on subsequent use causes 
an allergic rhinorrhoea. This in effect defeats its own object. 

2. I have observed patients who have been thus sensitized deve 
anaphylactic shock and/or severe acute urticaria when penicillin 
therapy has been used for other infections at a future date. In these 
cases patients have been denied the benefit of penicillin therapy in 
much more dangerous infections for what is a relatively trivial 
complaint. 

3. By repeated inhalation of penicillin snuff the organisms respon- 
sible for the secondary stage (muco-purulent catarrh) of the common 
cold eventually become resistant, and not only has the treatment no 
effect but if any other part of the body becomes infected with these 
organisms penicillin treatment is ineffective. 

From clinical experience, my own opinion is that penicillin 
snuff is only of value in converting the secondary stage of the 
common cold to the primary stage of simple rhinorrhoea, which 
in itself can be controlled by instillation of a mixture of a vaso- 
constrictor and antihistaminic. 

The works medical officer will find that he will reduce the 
incidence of the common cold in susceptible persons if they are 
given regular dosages of glucose and vitamin C, thereby avoid- 
ing the risks I have pointed out.—I am, etc., 


Whitburn, Co. Durham. FRANK Corr. 
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Vasomotor Collapse after Chloramphenicol 


Sir,—Several of our colleagues have reported that in treat- 
ing cases of typhoid fever with chloramphenicol they have 
encountered in some cases a critical fall of temperature, with 
feeble or imperceptible pulse, profuse sweating, cold extremities, 
etc. Recently we have come acfoss two such cases, which are 
described below. 


(1) A male 30-year-old Indian Hindu was admitted with a history 
of eight days’ continuous temperature with headache and prostration. 
The patient was restless and toxic, with temperature 103° F. (39.4° C.), 
pulse 106, respirations 26 per min., tongue coated and moist, but 
no rash and no enlarged glands. The lungs showed occasional 
rhonchi on both sides, and the liver and spleen were both just 

‘palpable. Blood count: total W.B.C., 8,700 per c.mm.; differential 
count: neutrophils 72%; lymphocytes 28%; monocytes 0; eosino- 
phils 0. Malaria parasites 0. Blood on culture did not show any 
growth. 

The patient’s temperature continued between 102° and 104° F. 
(38.9° and 40° C.), and on the tenth day of fever the Widal reaction 
showed agglutination with B. typhosus (H) positive in 1-in-125 
dilution, the Weil-Felix reaction was negative, and chloramphenicol 
was started, 1.5 g. at first, followed by 500 mg. every two hours. 
(The patient was not weighed, but he was a muscular man of average 
build and would have weighed about 10 stone.) 

After about 24 hours and after 7 g. of chloramphenicol his tem- 
perature fell sharply to 96° F. (35.6° C.), associated with symptoms 
of collapse. He had: profuse and continuous sweating, and his pulse 
was very feeble at the wrist. Heart sounds were very weak, and the 
rate varied between 120 and 140 per minute: Blood pressure was 
60/45 mm. Hg. There was diso retention of urine. There was no 
evidence of intestinal haemorrhage or perforation. The stools con- 
tinued to be of normal colour subsequently. He was in that condi- 
tion for nearly 36 hours and gradually recovered with stimulants 
and supportive treatment. The subsequent course was uneventful 
and he did not have a relapse. He had a total of 9 g. chloram- 
phenicol. 

(2) A female Hindu, aged 12 years, was first seen on the fifth day 
of a clinical relapse of paratyphoid A fever. She had continuous 
temperature for 12 days, when the blood showed agglutination positive 
with B. paratyphosus A in a dilution of 1 in 250. She was then 
treated with chloramphenicol, 1 g. followed by 250 mg. three-hourly, 
when her temperature came down in three or four days’ time. 
Chloramphenicol was continued for four days after defervescence, 
250 mg. four-hourly. She remained well for 12 days and then started 
with fever again. At this time her temperature ranged between 101° 
and 103.6° F. (38.3° and 39.8° C.), with pulse 100 per minute, blood 
pressure 100/60 mm. Hg. The abdomen was slightly distended, but 
no other abnormal signs were seen. Blood count: total W.B.C. 
5,400 per c.mm. (neutrophils 68%, lymphocytes 26%, monocytes 4%, 
eosinophils 2%). No malaria parasites. 

“Chloramphenicol was started again on the sixth day of relapse; 
250 mg. was given every two hours. After 36 hours, when 4.5 g. 
had been given, there was a sharp fall of temperature to 95° F. 
(35° C.> with symptoms of collapse. She had profuse perspiration 
and pulse imperceptible at the wrist, Her condition improved with 
stimulants, but the temperature continued subnormal for about 
72 hours, when it rose again to 101° F. (38.3° C.). The fever con- 
tinued for another six days and gradually came down to normal. 
There was no rigidity of the abdomen and no free fluid. The stools 
continued to be of normal colour. 


A limited search of the published reports on the trial of 
chloramphenicol in typhoid and paratyphoid fevers shows only 
one report' of sudden fall of temperature to subnormal level 
with circulatory tollapse. That case ended fatally. As men- 
tioned above, several physicians in Calcutta have also noticed 
similar complications, sometimes with fatal result (personal 
communication). In a series of 17 cases of typhoid fever 
(excluding the second case above, which was seen outside) 
treated by us in hospital during the last three months with 
chloramphenicol, the temperature came down by lysis in two to 
four days’ time without any evidence of collapse in 13 cases. 
Case 1 (above) had a sudden fall of temperature with circula- 
tory collapse. Three other cases had a rapid fall of temperature, 
which reached subnormal level with severe sweating, but did 
not have circulatory collapse. 

Stephens thinks that the sudden fall of temperature with 
circulatory collapse may be due to a reaction of the nature of 
a Jarisch-Herxheimer reaction. The sudden liberation of the 
endotoxins of bacilli destroyed by chloramphenicol may cause 
a depression of the vasomotor centre. This explanation, how- 


ever, seems unconvincing. It is desirable that the pharmaco- 
logical action of chloramphenicol should be more carefully 
studied, with particular reference to any possible antipyretic 
action and depressant action on the vasomotor centre.—We 


are, etc., P. K. CHATTERJEE. 
Calcutta. B. Basu Roy. 


REFERENCE 
1 Stephens, P. R., Lancet, 1950, 1, 731. 


*,* See also Bull. Soc. méd. Hép., Paris, 1950, 66, 85, and 
annotation in British Medical Journal, 1950, 1, 829.—Eb., B.M.J. 


_ Pethidine in Anaesthesia 

Sir.—Having read an article by Dr. H. F. Griffiths (Journal, 
September 30, p. 763), I tried his technique out on a case, with 
the following results. The subject was a mental patient aged 
60 years, of fairly muscular build, and was referred by the 
neuropsychiatrist for a left inguino-scrotal hernia. 

The patient was sitting up on the stretcher and boisterous when 
wheeled into the anaesthetic room one hour and fifteen minutes after 
having been given two-thirds of a bulb of “ omnopon ” # gr. (44 mg.) 
and scopolamine 1/150 gr. (1 mg.). He was held down and thiopen- 
tone sodium given, dose 0.5 g. Anaesthesia was continued with 
nitrous oxide, 54 1. per minute, and oxygen 14 1. per minute. When 
placed on the operating table 25 mg: of pethidine hydrochloride was 
given intravenously. The surgeon complained of a tensed abdomen, 
and 5 mg. of “tubarine’’ was given intravenously. About fifteen 
minutes after the commencement of the operation the surgeon again 
complained of rigidity, when a trickle of ether was added to the 
anaesthesia. About ten minutes after this the patient ceased breath- 
ing and artificial respiration was given by squeezing the rubber bag 
for rebreathing. A good colour was maintained and his pulse was 
regular, with good tension and volume, at 80 per minute. 

After a further ten minutes an endotracheal tube was passed under 
direct vision and oxygen given by artificial respiration. As there was 
no evidence of automatic breathing being resumed 2 ml. nikethamide 
and 1 ml. lobeline were given intravenously, when immediate auto- 
matic respiration was resumed. The operation was meanwhile being 
continued, and the patient left the theatre with normal respiration 
and pulse. 

Is it possible that the respiratory arrest was due to the trickle 
of ether, which was not used in the technique described by 
Griffiths, or to the premedication ?—I am, etc., 

Colombo, Ceyion. * T. W. VANNIASINGHAM. 


Producing Anaesthesia of Trigeminal Nerve Distribution 

Sm,—Dr. Wilfred Harris (November 4, p. 1015) is not alone 
in his difficulties over producing third-division trigeminal 
anaesthesia after alcohol injection of the Gasserian ganglion, or 
surgical section of the sensory root in the middle fossa, for 
we, and many other neurosurgeons, have had a similar experi- 
ence. In recent years we have been dividing the trigeminal 
sensory root in the middle fossa through-an intradural approach, 
and have thereby obtained a clearer view of the ganglion and 
its root in situ, for in the usual extradural operation stripping 
of the dura is apt to rotate the ganglion and to distort its 
normal structure and relations. As a result of our experience 
with this operation we have come to recognize the fact that in 
not a few instances the third division is separated from the first 
and second by a fibrous tissue septum in the ganglion, which 
may extend far into the sensory root; in fact, these two 
portions of the root may have a separate arachnoidal sheath. 
Wide variations in the point of trifurcation of the ganglion have 
been noted by others.’ It would not be surprising, therefore, 
that when injecting the ganglion, or dividing its sensory root, 
one might enter one of these compartments and destroy the 
fibres running in it, while leaving the other unaffected. It has 
been our experience after such procedures to obtain only first- 
and second-division anaesthesia on a few occasions, and more 
rarely the reverse has been true. 

Failure to obtain third-division anaesthesia after sensory root 
section near the pons is more difficult to explain. It has been 
the experience of one of us (B. H.) that careful preservation of 
a bundle of fibres, thought to be the motor root, in the middle 
fossa operation has resulted in first- and second-division , 
anaesthesia only, while section of this bundle at a second 
operation has resulted in third-division anaesthesia (and motor 
paralysis). Is it not possible that in some cases the third-division 


{ 
MEDICAL JOURNAL 
4 
2 
| 
+ 
{ 
| 
} 
| 
‘ 
| 
{ 
> 
i 
: | 
x, 
4 
‘ 
‘ 
* 
{ 
= 
eve 
a 
. 
? 
‘ ‘ 
3 


Dec. 9, 1950 


CORRESPONDENCE 1335 


sensory fibres are closely applied to, or incorporated in, the 
motor root, and that this state of affairs may persist right up 
to the side of the pons? Perhaps the anatomists can supply 
the answer, and if this contention is true it may be that 
deliberate sacrifice of the motor root will have to be accepted 
in such cases.—We are, etc., 

Bropie HuGHEs. 


Birmingham. 
J. M. SMALL. 
REFERENCE 
a Gass, H., and Van Wagenen, W. P. (1950). J. Neurosurg., T, 325. 
Teething 


Sir,—Like Dr. H. M. Tietze (December 2, p. 1281), 1 was 
brought up to regard the diagnosis of “teething” as the 
refuge of the destitute, and when used irresponsibly I believe 
it still is. However, I have modified my views since observing 
my own child. He invariably had loose stools for a few days 
before eruption of a tooth—so much so that the diagnosis 
of “another tooth” was absolute on onset of this symptom. 
I feel that our teachers appreciated this, but rightly felt that 
missing a case of gastro-enteritis was a more serious matter 
than not diagnosing teething in the appropriate case. 


It may be that teething is a physiological process, but so is . 


menstruation, and one’ cannot deny that the latter process is 
often accompanied by symptoms which are very disturbing. 
I therefore think it is wise to avoid the diagnosis of teething 
if possible, but one should recognize its possibilities—I am, 
etc., 

London, B.17. 


Lower-segment Caesarean Section Modified 


Sir,—I have learned recently of an unusual modification of 
the standard technique employed by some operators when diffi- 
culty is encountered in extracting the foetal head through the 
transverse incision in the lower uterine segment. An incision 
is made vertically into the upper segment from the mid-point 
of the transverse incision, resulting in the formation of a 
T-shaped opening through which the child is extracted. Further- 
more, I am told that this procedure was advocated in the 
circumstances mentioned by an examiner at a recent examina- 
tion at the Royal College of Obstetricians and Gynaecologists. 

It appears to me that, following retraction of the uterus, 
satisfactory apposition of the cut edges must be extremely 
difficult, particularly at the points of junction of. the two 
incisions, and a weak scar would be likely to result. At present 
I have attending my hospital antenatal clinic a patient whose 
last labour was terminated in this way on account of foetal 
distress. I am therefore interested .to know if any of your 
readers have experience of the conduct of labour following such 
an operation.—I am, etc., j 

London, W.9. JOHN P. ERSKINE. 


Should First M.B. be Passed at School ? 


Sir,—It was with interest and appreciation that I read of the 
protest made by Dr. Robert Birley Vournal, November 4, 
p. 1052) on the restrictions imposed on boys’ education by the 
unwarranted insistence of the universities on First M.B. passes 
at school. 

In its present form the First M.B. is about the most archaic 
type of examination in an already overburdened and outmoded 
curriculum. For the universities to transfer to the schools the 
obvious pressure put on them to retain the absurdly weighted 
“training programme” of modern medical schools is a sorry 
reflection on the weakening independent status of universities. 
At the very time when an opportunity presents itself, at the 
conclusion of the specialized efforts of school certificate and 
matriculation examinations, to “ educate” in the widest sense a 
potential member of a supposedly learned profession, the 
wretched boy is to be driven even further into the confined 
niche of a super-technical apprenticeship. ~ 

It surely cannot be a matter of indifference to the profession 


P. R. SAVILLE. 


that a vital stage in education is being by-passed, in the opinion 
of many, for the sake of superfluous cramming.—I am, etc., 
F. H. M. DuUMMER. 


Princes Risborough, Bucks. 


Obituary 


SIR WILLIAM THOMSON, M.D., F.R.CP. - 


Sir William Thomson, professor of medicine at Queen’s 
University, Belfast, died at home on November 26, aged 65 
years. He had occupied the chair of medicine for 27 years, 
and his death has robbed the Belfast medical school of a 


- well-loved and outstanding personality. 


William Willis Dalziel Thomson was the son of the late 
Dr. W. Thomson, J.P., of Anahilt House, Hillsborough, 
Co. Down. He was educated at Campbell College, and 
became a student at the old Queen’s College, Belfast. He 
had a remarkable undergraduate career, obtaining the B.A. 


’ of the Royal University of Ireland with first-class honours 


and an exhibition in 1907 and 
graduating M.B., B.Ch. at the 
_Queen’s University, Belfast, 
in 1910 with first place, first- 
class honours, and a scholar- 
ship—a record which it would 
be difficult to surpass, This 
promise of a great career 
to come was not confined 
solely to intellectual achieve- 
ment, for he took an active 
part in student life and was 
elected president of the 
Students’ Representative 
Council in 1908, thereby 
becoming a member of the 
Senate of the University. He 
won many prizes, including the Hutchinson-Stewart Scholar- 
ship and the Dunville Studentship. After graduation he 
spent a year in residence at the Fever Hospital, Purdysburn, 
and later became demonstrator first in physiology and later 
in pathology at the university. His studies then led him 
further afield, to Dublin, London, Paris, and Budapest. 
One of his first papers, on the subject of ‘blood urea and 
published in 1914, was an outcome of his work with Widal 
in. Paris. In 1912 he took the D.P.H. and in 1913 the 
B.Sc.(Belfast) with first-class honours. He proceeded M.D., 
winning a gold medal, in 1916. .In the summer of 1915, 
as a temporary captain in the R.A.M.C., he worked with 
the late Sir Almroth Wright on war nephritis in the research 
laboratory attached to No. 13 General Hospital at Boulogne. 
The results of this research were later published in the 
Quarterly Journal of Medicine. While in France he came 
to know many eminent medical men. In 1916 he gained 
experience of chest wounds through his association with 
Sir Bertrand (later Lord) Dawson, which may have con- 
tributed to his later interest in diseases of the lungs. In 
the same way it seems probable that it was the example 
and teaching of Gordon Holmes, with whom he formed a 
friendship at this time, that determined his abiding and 
profound interest in clinical neurology. 

Such was the background against which W. D. Thomson 
emerged at the end of the first world war. For a time he 
was a member of the staff of the Mater Hospital, and he 
was elected assistant physician at the Royal Victoria Hos- 


{Walter Stoneman, London. 


pital in 1918, the year in which he became a Member of 


the Royal College of Physicians of London. His appoint- 
ment to the chair of medicine followed the retirement of 
the late Professor James Lindsay in 1923. A year later 
he was full physician and assumed charge of wards 1 and:2 
—the medical unit in the hospital with which his name and 
reputation have since been inseparably linked. He was 
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elected a Fellow of the Royal College of Physicians in 
1928. Unfortunately at this stage in his career serious 
illness overtook him, the malady proving intractable and 
at times threatening life and calling forth all his powers of 
endurance. For long periods he had to give up practice. 
After great suffering he made a splendid recovery, and all 
his friends were delighted to see that subsequently there 
were no signs of recurrence of the old enemy. Honours 
and increasing responsibilities followed: he was elected 
president of the Northern Ireland Branch of the British 
Medical Association in 1932 and of the Irish Medical 
Schools’ and Graduates’ Association in 1936. He delivered 
the Lumleian Lecture before the Royal College of Physi- 
cians on “ Primary Carcinoma of the Lung” in 1939, and 
the year 1937, when the British Medical Association met 
in Belfast, saw him President of the Section of Medicine. 
After the end of the second world war Thomson took an 
active part in committee work and in the negotiations 
entailed in the organization of the hospitals under the new 
Health Act. He was a member of the Hospitals Authority 
and other important committees from their inception. On 
the retirement of Professor C. G. Lowry he became a 
member of the General Medical Council. He continued 
to serve on several important committees of the B.M.A., 
including the Central Medical War Committee, until 1946. 
Two further distinctions awaited him: the presidency of 
the Association of Physicians of Great Britain and Ireland 
in 1949 and ‘his elevation to a knighthood in the last New 
Year Honours. He received the accolade from the King on 
March 29, 1950. 

Dr. R. S. Allison writes: Sir William Thomson was an 
unassuming personality and incapable of airing his accom- 
plishments. This gifted scholar, who in spite of his snowy 
hair seemed to grow no older, never failed in his considera- 
tion for others. “W.D.,” as he was always affectionately 
known, had no guile and was incapable of dishénesty either 
in his professional work or in his dealings with his fellow 
men. Tall and commanding in his person and with charac- 
teristic bushy eyebrows, he was renowned for his toleration 
and for his gift for seeing the important issue behind the 
facade of trivial or petty detail. But, while he was generous 
and quick to support a worthy cause, he had profound 
contempt for anything that savoured of charlatanism or 
deceit, and if he considered a decision unjust or improper 
he had no hesitation in saying so and in exerting his 
influence to put it right. He was a natural leader of men. 
He never gave orders ; instead he would suggest that such 
and such a thing should be done. Where another man 
might rage at some mistake or omission he would simply 
take his subordinate gently by the arm and smilingly make 
an appropriate suggestion, or, if the occasion warranted it 
and he knew his man, poke a little fun. He was a good 
companion and liked a story, especially one which had local 
colour. He and Lady Thomson kept open house, and to 
be a guest at their table was an unforgettable experience. 
These were some of the qualities that drew so many to him 
and made him at one with his students, house-physicians, 
registrars, and colleagues—all of whom he treated alike. 
He was one of the greatest clinical teachers this school 
has ever known, for he had the gift, while not trying to 
over-simplify a subject, of presenting it in such a way that 
its chief characteristics became apparent. As has been said 
of Boerhaave of Leyden, “ he led his pupils by the hand to . 
clinical medicine.” Any task he set himself he undertook 
with characteristic single-minded devotion. During the last 
12 years, when he had good health, he became greatly 
attracted to gardening, and visiting examiners and others 
_ Will recall with pleasure being entertained at his country 
* house, “Seven Tides,” Donaghadee. Here, out of bare 


pasture land and on an exposed site facing the sea, he 
succeeded in raising a remarkable collection of trees, rare 
shrubs, and plants which, together with his flowers, it was 
his delight to demonstrate. 

In 1914 he married Josephine, daughter of the late 
Mr. Humphrey Barron, J.P., and their life together was 
ideally happy. Throughout. his earlier illness his wife 
unstintingly devoted herself to his care, and there is no 
doubt that this contributed materially to his recovery. Their 
only child, Humphrey Barron Thomson, who had graduated 
in medicine in 1939, at once volunteered for service with the 
R.A.M.C., and in 1942 was killed by the Japanese. His 
parents bore this sorrow unflinchingly. How great was 
the effort to remain composed only their closest friends 
knew. 

It is difficult, now that Thomson’s presence has been so 
swiftly withdrawn, to realize the incalculable loss we have 
suffered ; a loss that will be shared by his patients, his 
students, and colleagues alike. He will go down in the 
annals of our school as a man of genius, and yet of great 
simplicity, for though he rose to one of the highest places 
in the community he himself never seemed to be conscious 
of it and remained throughout his life steadfast in his 
humanity, gentleness, and honesty. Our deepest sympathy 
is extended to his widow. 


H. L. T. writes : “ W.D.” was known by his initials to 
the medical profession throughout the British Isles, and 
everywhere he was truly loved. He rose to the top of his 
profession as a physician, and as he mounted the ladder 
of success those whom he passed by felt neither rancour 
nor jealousy. Nor would he have felt any himself if others 
had been preferred to him. For he possessed to a remark- 


able degree a quality of charm, almost feminine in its © 


gentleness, which spread its influence to those around him. 
Yet his character was by no means weak. He would always 
listen to others, but he formed his own opinions and held 
firmly to what he believed to be right. The correctness of 
his judgment was so recognized that he was able to. direct 
the policy of the medical school which was his life’s interest 
and which he raised in reputation as he rose himself. He 
was welcome everywhere. If where he went he met only 
acquaintances, he left them as his personal friends. He 
died with his harness on his back. Much as he loved the 
country and his garden, perhaps this is what he would have 
chosen. A happy warrior indeed, his memory will be long 
and widely revered. 


E’en as he trod that day to God so walked he from his 
birth, 
In simpleness and gentleness and honour and chan mirth. 


Profeits F. J. Nattrass writes: I should like to record 
a brief tribute to Sir William Thomson—* W.D.” to all 
his friends. I had the privilege of knowing him intimately, 
both as a fellow pilgrim to medical schools at home and 
abroad and through several years examining in Belfast. 
He occupied a position which seemed to me unique: more 
than anyone I have met, he was the centre of all medi- 
cal affairs, educational and administrative, in the area he 
served. This is not surprising, as he was the object of 
universal respect and affection—a very fine physician, a 
man of great charm and modesty, an outstanding orator, 
a beloved teacher. His courage and cheerfulness, and that 
of his wife, were maintained in spite of prolonged illness in 
his earlier years, and the loss of their only child, a young 
doctor killed in cold blood after capture by the Japanese. 
He will be deeply missed by a great company of friends~ 
in England and Scotland as in his native province. 
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H. B. RUSSELL, M.D., M.R.C.P. 


Dr. H. B. Russell, for many years in charge of the electro- 
cardiographic department at St. Thomas’s Hospital, died at 
his home at Greatstone-on-Sea, Kent, on November 27 
from a cardiac condition which he had most courageously 
suffered for a long time. 

Henry Bret Russell was the son of Dr. Alexander Russell, 
F.R.S. He was educated at St. Paul’s School, and from 
there went straight to St. Thomas’s. He took the Conjoint 
qualification in 1917 and graduated M.B., B.S. in 1919. 
Among the posts he held at his hospital was the impor- 
tant one of resident assistant physician. Later he became 
resident medical superintendent at the Hospital for Sick 
Children, Great Ormond Street. In 1920 he proceeded 
M.D. and became a member of the Royal College of 
Physicians. At a very early stage he developed an interest 
in electrocardiography, working under the late Sir Maurice 
Cassidy. With his illustrious father’s help he made many 
practical suggestions to the manufacturers of electrocardio- 


graphic equipment. Until his death he also worked as 


physician in charge of the electrocardiographic department 
of the Royal Masonic Hospital. 

Russell, who was consulting physician to the Queen’s 
Hospital for Children, Hackney, was particularly interested 
in heart disease in childhood, and he published a book on 
this subject with Dr. C. K. J. Hamilton as co-author. In 
another sphere he assisted Sir Maurice Cassidy and, later, 
Dr. Isaac Jones in the medical department of the Metro- 
politan Police, being appointed deputy physician in 1926. 
Here his sterling qualities and wide knowledge of human 
nature made his services greatly valued. Russell had a 
kindly heart and a gay disposition in spite of a disabling 
congenital joint condition. Although a first-class physician 
he himself felt that he would have been happier using 
his very mathematical mind away from medicine. When 
driving a car he would often work out all types of 
arithmetical problems with the numbers he saw on the 
registration plates of passing cars. He had a great love 
for the Highlands and for travel in general, and was never 
happier than when starting out with a map and compass 
on a long motor tour. He was a keen Mason, being a 
past master of the Cheselden Lodge, in which he had held 
the posts of secretary and treasurer. He was also a mem- 
ber of the Cheselden Chapter and held London Grand 
Rank. His passing will be deeply felt by the. many real 
friends he had made. m 


JAMES N. MEENAN, M.D. 


Dr. J. N. Meenan, professor of medicine at University 
College, Dublin, died suddenly at his home on November 20 
in his 72nd year. ; 

James Nahor Meenan was born in Co. Tyrone and came 
to Dublin from Clongowes Wood College in 1897 with an 
already established reputation as a brilliant classical student. 
Entering the old Cecilia Street School of Medicine, he 
steadily maintained that reputation throughout his course 
of professional study, and when he graduated M.B. in 1903 
he won the Chancellor’s Gold Medal. In his final year at 
St. Vincent’s Hospital he also won the Bellingham Gold 
Medal in clinical medicine, which award then carried with 
it the coveted succession to the post of resident house 
Physician for the ensuing year. From Vincent’s he passed 
on to the resident physician’s post at Cork Street Hospital. 
When in 1905 the post of assistant physician became vacant 


at St. Vincent’s Hospital Meenan’s appointment was a 


choice approved by all. From the outset his capacity as. 


a teacher was outstanding. A man of great modesty and 
of retiring habit, Meenan had come, almost involuntarily, 
to be a prominent figure in Dublin medical life. He had 
passed through every grade at his hospital till he had 
become the active doyen of its staff, enjoying there the 
trust and affection of students and staff alike. At Uni- 
versity College his course had run on parallel lines. His 
first appointment there had been as lecturer in hygiene— 
he took the D.P.H. in 1903. From the chair of medical 
jurisprudence he succeeded to that of systemic medicine 
in 1926 ; later he became the representative of the medical 
faculty on the governing body of the college. In 1934 the 
honorary degree of M.D. was conferred on him by the 
National University of Ireland. A signal tribute was paid 
to him when in 1947 the then president of the college— 
the late Dr. Arthur Conway—retired through illness and the 
senate of the university requested Meenan to undertake the 
duties of acting president until the successor to Dr. Conway 
was selected. As a consultant, Meenan’s opinion was widely 
sought throughout the country. He was consulting physi- 
cian to St. Patrick’s College, Maynooth, to the National 
Maternity Hospital in Dublin, and to Cork Street Fever 
Hospital. An original member of the General Nursing 
Council (Ireland), he was one of the two nominated 
members appointed to the Medical Registration Council by 
the Executive Council of the Irish Government in 1927. 
Few matters of public medical policy did not bear traces 
of his influence in Ireland. His readiness to assist and 
encourage his juniors was proverbial, and to the unexpected 
end his generous interest in former pupils was unfailing. 
At the funeral service, held in St. Vincent’s Hospital, the 
enormous attendance of mourners, representative of every 
element in the community from the presidency downwards, 
must have brought solace to his widow and family in their 
bereavement.—W. D. 


Dr. Davip Bair, who at one time was mental superintendent 
of the Lancashire County Mental Hospital, at Prestwich, died in 
Edinburgh on November 10. He studied medicine at Glasgow 
University, graduating M.B., C.M. in 1894 and proceeding M.D. 
in 1899. Before his appointment as medical superintendent at 
Prestwich he was deputy medical superintendent at the County 
Mental ‘Hospital, Lancaster. Blair was a Scotsman of many parts. 
He was of striking appearance, and his tall erect figure, friendly 
voice, and courteous manner were familiar to staff and patients 
alike. He was lecturer in mental diseases at Manchester Uni- 
versity, but besides having an extensive knowledge of psychiatry 
as a science he showed above all the human touch when dealing 
with patients. This was particularly striking when he was 
showing patients to his classes of undergraduate or postgradu- 
ate students, who were always impressed by his sympathy with 
and understanding of a man or woman suffering from a distress- 
ing illness and requiring help and guidance. Possessing the 
imagination to see the advances possible in psychiatry, he was 
able to carry out many improvements in his hospital and had 
planned many others. He welcomed the passing of the Mental 
Treatment Act of 1930, and it was he who inaugurated one of 
the first psychiatric clinics under the auspices of the Lancashire 
Mental Hospifals Board. He did a considerable amount of 
original work, being specially interested in the problems of 
mental deficiency and endocrine disturbances, and he -made 
several contributions to medical journals. At the Annual Meet- 
ing of the British Medical Association in Liverpool in 1912 he 
was vice-president of the Section of Neurology and Psycho- 
logical Medicine, and he was a_ representative of his Division 
on several occasions. In 1934, the year of his retirement, the 
Royal Medico-Psychological Association held a most successful 
meeting at his hospital at Prestwich. He retained his interest 
in the work of these Associations for many years longer. 
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While Blair retained what might now be thought to be an old- 
world idea of the dignity of the profession of medicine, he was 
too kindly in disposition to be a very strict disciplinarian, and 
if he erred at all it was in always believing the best of people 
and in attributing to them the worthiest of motives. He was 
somewhat of a philosopher and a keen classical scholar. He 
was renowned for his hospitality, and many former colleagues 
and friends will remember his Christmas parties and tennis 
afternoons. Although it is sixteen years since he retired, his 
memory is still respected by all those who knew him. He was an 
approachable and generous colleague and a humanitarian with 
—_ interest in social and individual problems.—A. McG. 
G. T. 


Dr. Henry Dean Haworth, for many years in general prac- 
tice in Nelson, died suddenly in that town on November 4, 
aged 69. He was educated at Manchester Grammar School 
and Manchester University. As a student he won the Dauntesey 
medical scholarship in 1899 and the Platt physiological exhibi- 
tion a year later. He graduated M.B., Ch.B. in 1903, proceed- 
ing M.D. in 1907. Before going to Nelson he held several 
appointments in Manchester and Salford, including those of 
house-physician at Manchester Royal Infirmary and senior 
house-surgeon at Salford Royal Hospital. In 1906 he was a 
research fellow in public health at the Victoria University, 
Manchester, and he took the D.P.H. in 1907. During the first 
world war he served with the R.A.M.C. Shortly after he com- 
menced practising in Nelson he was appointed honorary physi- 
cian to the Victoria Hospital, Burnley, a post which he retained 
until his death, though he had retired from general practice. 
As a consultant Haworth’s opinion was always worth having 
in any case he was called to see. Immaculate in dress and 
appearance, he was always bright and cheery and a comfort to 
all his patients. He worked hard and was always very punctual. 
He took an active part in local affairs, being chairman of the 
Burnley Division of the B.M.A. in 1934-5. His interests, how- 
ever, were not confined to his medical work. He was a keen 
social welfare worker, and particularly had the aged sick at 
heart, being a prime mover in arranging Christmas cheer, out- 
ings for the disabled, and camps for poor children. Educa- 
tional matters interested him greatly, and he was a governor 
of Nelson Grammar School. At one time he was a member 
of the Nelson Town Council, and by his forthrightness he. got 
much useful work done in the town during his membership. 
Beyond all these activities, he was a lover of music. An accom- 
plished musician himself, he was for many years associated 
with Nelson Clef Club and was president of the Nelson Arion 
Glee Union, a male voice choir which obtained many honours 
under his presidency. He died suddenly while waiting to open 
a choral concert. The sympathy of his many friends and col- 
leagues will be extended to his widow.—A. J. McC. 


Dr. Isaac GeorGe Briccs:«died in Green Lane Hospital, 
Auckland, New Zealand, on November 2, aged 58. He was 
born in Birmingham, and educated at Bromsgrove School, 
Birmingham University, and the London Hospital. He 
qualified in 1927, afterwards practising in Greenford, Middle- 
sex. Later he decided to become a barrister, and was called 
to the Bar at the Inner Temple. In the period between 1936 
and 1939 he made several voyages to India as a ship surgeon, 
and on the outbreak of war he joined the R.A.M.C., in which 
he served as a major. After retiring from the Service he was 
appointed registrar at the Hospital for Head Injuries at Oxford. 
In 1942 he joined the Nuffield organization and was responsible 
for the laying out and equipping of one of its medical centres. 
In addition to his legal and medical activities, Briggs was the 
author of several books, the best-known being How to Start 
in General Practice, The. Surgeon Goes to Sea, and They Gave 
Me a Crown. ‘In 1947 he went to New Zealand and practised 
in Auckland, where he remained until his death. It is a tribute 
to his personality that during. his comparatively short residence 
in that country he made many friends. He will be sincerely 
mourned by all his patients and medical associates, whose 
sympathy is extended to his widow.—F. J. G. 


Medical Notes in Parliament 


Legalizing Euthanasia 

Lord CHorRLEY on November 28 called attention to “the need 
for legalizing voluntary euthanasia.” He recalled that in 1936 
the late Lord Ponsonby had introduced a Voluntary Euthanasia 
Legalization Bill, but that a second reading had been refused: 
he wanted to bring the matter again into discussion and hoped 
the Government would try to solve the administrative difficul- 
ties so that the necessary legislation could be introduced. 

The Bill of 1936 had laid down that the sufferer must be not less. 
than 21 years of age, must be of sound mind, must be suffering from 
illness involving severe pain and of an incurable and fatal character, 
and must make application in writing on a set form. He had to 
sign the application himself in the presence of two witnesses, and it 
had to be supported by two medical certificates, one from his own 
doctor and the other from a medical practitioner with special quali- 
fications for dealing with cases of this kind. The application had 
to be made to a referee appointed by the Minister of Health, who was 
bound to go personally to see the sufferer. Having satisfied himself, 
the referee would make the necessary order and the euthanasia would 
be administered in the presence of an official witness by a medical. 
practitioner from a special panel maintained for the purpose. 

From time to time sympathetic judges had said that the law 
ought to be altered to enable voluntary euthanasia to be applied. 
When the 1936 Bill was before the House of Lords the late 
Lord Dawson of Penn had made an eloquent plea for volun- 
tary euthanasia although he voted against the Bill. He had 
said that it was something which belonged to the wisdom and 
conscience of the medical profession and not to the realm of 
law. 

It seemed to Lord Chorley that Lord Dawson proposed to 
leave the decision over euthanasia to the discretion of the 
doctors. Many-people held that doctors, moved by compassion, 
did take the law into their own hands; but many doctors 
had religious scruples against doing anything of the sort 
Surely it was wrong that the wretched patient’s chance of 
escape from his sufferings should have to depend on the 
accident of who was his doctor, or that society should place 
the burden of the decision upon the shouldets of an individual 
doctor. 

Lord DENMAN said there was a growing force of public 
opinion in favour of euthanasia. Members of the Govern- 
ment and of the Front Opposition Bénch were in the list of 
supporters of the Voluntary Euthanasia Legislation Society. 
In 1936, after the debate, he had discussed the subject with 
Lord Dawson, who said: “This Bill that you advocate is 
really unnecessary, because we already do what you seek to 
do under the proposals in the Bill.” Lord Denman said that: 
while it might be possible for an eminent physician like the 
late Lord Dawson to do as he liked ina matter of this kind, 
it was different for the ordinary general practitioner, who had 
to take the risk of prosecution and possibly of professional 


ruin. 

The ARCHBISHOP OF YoRK said the duty of prolonging life 
was not the same as prolonging dying. But if once Parliament 
began to adopt legislation of this kind it would put its foot 
on a very slippery slope. If the right was granted in connexion 
with excessive pain, why should it not also be granted to those 
who were born feeble-minded or physically so crippled that 
they could be of no service, and why should it not also be 
applied to those in mental asylums ? In Germany euthanasia 
was applied at first to very few, but eventually to a large 
number who were regarded as useless mouths in a time of 


"emergency. The value attached to human life would be 


reduced if by law it was possible year by year to kill a large 
number of people. From experience gained through visiting 
old people, often incurably ill, he doubted whether the regula 

tions to which Lord Chorley had referred would be a sufficient 
safeguard. It was impossible to know what pressure might be 
brought to bear on people behind the scenes. When the mind 
had been weakened by morphine and pain it was difficult to 
know whether the patient fully understood what he was 
asking for. 
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Whose Agony ? 


Lord Horper said that in 1936 he had pointed out that it 
was not a doctor’s job to settle this matter. The doctor tried 
to cure the patient’s disease, and, if this was impossible, to 
prolong his life, relieving pain, whether physical or mental. 
A good doctor distinguished between prolonging life and pro- 
longing the act of dying. On the other hand, in his experience, 
the attitude of most patients was that of the soldier who wished 
to face the enemy: during a morning depression the patient 
might favour an application for euthanasia, but later in the day 
he thought differently, or had forgotten what happened in the 
morning. Their lordships must distinguish between the trials 
of the patient and the trials of the relatives and friends. He 
recollected being addressed by a tense-faced relative. “‘ But, 
Doctor,” said the son, “this agony must not go on.” Lord 
Horder said he had done right in looking him straight in the 
eye and asking, “Whose agony?” Upstairs an old man lay 
slowly and peacefully dying, but downstairs people could not 
stand and wait. 

Lord IDDESLEIGH said euthanasia had been rejected by ortho- 
dox Jews from time immemorial, by Christians since the ninth 
century, and by Mohammedans since the flight of the Prophet. 
He could conceive nothing more dangerous than to create by 
Act of Parliament another class licensed to bring death, and 
nothing more psychologically disruptive than to give that 
function to doctors, known to all as bringers of life and health. 


Extension of Liberty - 


Lord Esuer said euthanasia was an evolutionary extension 
of liberty giving to the individual new rights to which up till 
now he had no access. It was argued that the doctors were 
against it. They all knew that when Miss Florence Nightingale 
was trying to reduce the sum of human misery the doctors 
were against her, and that when Mr. Bevan brought forward 
his great measures of public health he had not noticed any 
affection for them among the doctors. 

Lord AMULREE said that it would be bad if the patient felt 
that one day the doctor would come in as executioner. In the 
last 20 years much had been done towards the relief of pain, 
not merely by the use of narcotics but by minor surgical 
operations and other treatments. 

Lord UvepaLe oF NortH ENp said it was notorious that 
doctors were occasionally wrong in diagnosis. In one case 
he had consulted with two of the most eminent members of 
the profession and they had agreed that the patient had only 
six months to live. That patient died years afterwards from 
an entirely different complaint. He thought that before 
euthanasia could be properly carried out the matter would 
have to go before a medical jury, and even that jury nmiight 
come to a wrong conclusion. 


Relief from New Treatments 


Lord HapDEN-GUEST said that no progress whatever had been 
made since 1936 by the advocates of euthanasia in assembling 
arguments which might bring conviction to an unprejudiced 
audience. Since 1936 there had been almost a revolution in 
the introduction of new methods of treatment, and a greater 
and more powerful armoury of drugs was in the hands of the 
medical profession to deal with pain and to relieve suffering. 
He said that he had practised in this country and in South 
Africa, but could not recall examples of terrible pain which 
called for euthanasia. At the recent meeting of the World 
Medical Association a resolution had been passed against 
euthanasia. One might say that a great majority of the whole 
medical profession in the world was against euthanasia. He 
asked the House to remember that once a law was passed 
there was nowadays an arrangement through which it could be 
extended by regulation and order. If euthanasia was to be 
applied it might be extended to mentally defective children, 
hopeless lunatics, or any of the mentally and medically unfit. 

Lord Wess-JOHNSON said members of the medical profession 
were unanimous in rejecting the proposal. If the idea of 
euthanasia had been accepted in the past patients now being 
relieved by modern-treatment might have been quietly put 


away. He instanced cancer of the prostate, one of the most 
distressing and painful diseases, in many cases of which suffer- 
ing was removed and life prolonged not by drastic treatment 
but by pills swallowed twice a day. Further, although a patient 
might apply for a form and sign it one day, he might wish to 
revoke it. He asked what the. procedure would then be. 

The EarL OF HUNTINGDON said he respected the reluctance 
of the medical profession, but thought that Parliament had to 
consider the patient. He had been told that the number of 
incurable cancer cases in England was about 60,000; he knew 
of at least three poor people who for months suffered agonizing 
pain through not having enough of the drugs, and cried out for 
release but were not given it. 


arte The Legal View 

The Lorp CHANCELLOR said from the legal point of view the 
consequences of passing any Bill like the one which had been 
discussed would be most serious. He suggested that the right 
solution had been put by Lord Dawson of Penn when he 
had said: 

“TI read that it is lawful to use drugs to alleviate pain, even 
though it be foreseen that these may shorten life, provided that the 
alleviation of pain and not the shortening of life is the primary 
purpose of the drug.” 

If the House accepted this as the medical ethic it must leave 
to the conscience of the medical profession its carrying out in 
accordance with its traditions. If they placed such a Bill on 
the Statute Book he foresaw a defence in future, “I made a 
mistake about this. I did not get the right form so I knocked 
the old lady on the head.” This doctririe of putting people 
out of what was called their misery might have very serious 
repercussions on the criminal law. There could be no adequate 
safeguards where one human being was allowed to start killing 
another. 

Lord Cuor ey said that it was perhaps to be expected that 
medical peers would be more conservative than other doctors, 
and it was the fact that over 200 eminent members of the 
medical profession were strong supporters of these proposals. 
He pointed out that the resolution of the World Medical 


’ Association had been against the sort of thing which had 


been practised in Germany and. not — voluntary eutha- 
nasia with safeguards. 

Lord Hapen-GuEsT interposed to say that the resolution had 
been equally directed against the course which Lord Chorley 
advocated. 

Lord Cuortey replied that there was nothing in the resolu- , 
tion about death being voluntary and nothing at all about 
safeguards. What the doctors who put it forward were trying 
to prevent was that euthanasia should be left completely to the 
discretion of the doctor. It was because the advocates of the 
proposal felt that human life was sacred and human personality 
was sacred that they said there ought to be this means of relief. 
He did not propose to divide the House, and asked permission 
to withdraw his motion. 

The motion was then withdrawn. 


The Durham Affair 

This matter (see Journal, November 25, p. 1229) was raised 
again by Mr. WINSTON CHURCHILL on November 29 and by 
Mr. J. GrIMOND and Miss IRENE WaRD on December 4. 

Mr. HERBERT Morrison in reply said that Parliament had left 
the choice of officers and their conditions of service to the 
county council except for very limited classes where Ministerial 
approval was needed. The Durham County Council had already 
been informed that the Government strongly deprecated the 
council’s proposal to make membership of an association or 
union a condition of service. The Government or individual 
Ministers had no authority to take further action, but where 
their approval was sought to the termination of some appoint- 
ment, or there was a breakdown, or threat of breakdown, in 
services for which the council had statutory responsibility, 
Ministers could intervene to secure the proper maintenance of 
the service, and would if necessary do so. 

Mr. Grimonp asked whether it was intended to introduce 
legislation to prevent public bodies from enforcing a closed 


shop. 
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Mr. Morrison said he thought there were peaceful ways of 
resolving this difficulty and that they would be unwise to make 
declarations about legislation at this moment. 

Mr. ANTHONY EDEN asked whether. some form of discussion 
between the Government and Durham County Council was pro- 
ceeding, and. whether the House could expect a further state- 
ment before the Christmas recess. 

Mr. Morrison repeated his contention that it would be far 
better to try to settle the matter by persuasion, but said that, if 
necessary, another statement would be made 


Tuberculosis Insurance for Nurses 


Dr. EprrH SUMMERSKILL stated on November 28 that she 
had decided to accept the recommendation of the Industrial 
Injuries Advisory Council that nurses and certain others who 
come into close and frequent contact with tuberculous infec- 
tion should be insured under the National Insurance (Industrial 
Injuries) Act. She added that the precautions which nurses 
and other health workers were able to take to-day were such 
that the chances of contracting tuberculosis were very small. 
Fewer nurses had contracted tuberculosis in sanatoria than in 
practically any other work. 


Displaced Registrars 


On November 30 Mr. K. PicxrHorn and other members 
addressed questions to Mr. Bevan suggesting that he should 
suspend and reconsider his recent circular about appointments 
of senior registrars and registrars. 

Mr. Bevan replied that this circular, which had been 
grossly misrepresented, was issued after full consultation with 
the profession’s representatives. Its object was in the interests 
of the profession itself—to secure a proper relationship between 
the numbers of training posts for future specialists and the 
number of specialist posts likely to be available. In estimating 
the latter it allowed for a reasonable annual expansion over 
mere replacements in present posts. The numbers of training 
posts would be reviewed as and when further expansion 
occurred in later years. The urgency of the circular was that 
the number of trainees had ‘already risen to nearly twice the 
number needed to produce the specialists likely to be required 
and about four times the pre-war number, a situation 
thoroughly unfair to all concerned. He added that the 
circular was not prompted by economy. Indeed, it provided 
for alternative appointments if necessary for the work of the 
hospital. 

Mr. J. K. VAUGHAN-MoRGAN then asked what prospects of 
suitable employment were open to those 1,100 hospital registrars 
who would become redundant. 

Mr. BEVAN replied that each existing senior registrar and 
registrar would complete his present year of appointment. 
Afterwards a senior registrar whose appointment was not 
renewed but whosé services were still needed might be offered 
a similar temporary hospital appointment for one year. Others 
could, as had always been the case, apply to set up in general 
practice, possibly supplemented by a part-time clinical assistant- 
ship at a hospital. 


Universities and Colleges 


UNIVERSITY OF DURHAM 


Professor J. Z. Young, F.R.S., will deliver the eighth Rutherford ~ 


forison Lecture at the Royal Victoria Infirmary, Newcastle-upon- 
Tyne, on Monday, January 15, at 5.15 p.m. His subject is 
ts in Learning.” 


UNIVERSITY. OF LONDON 


Professor Alan Moncrieff has been appointed a representative of 
the university at the Conference of Home Universities to be held in 
London on December 15 and 16, and Professor J. H. Dible a delegate 
of the university at the fifth centenary celebrations of the University 
ef Glasgow from June 17 to 24, 1951. 


. 


The following have been appointed, or nominated for appointment 
or reappointment, as Tepresentatives of the university on the govern 
ing bodies indicated in parentheses: Dr. C. F. Harris (British Post~ 
graduate Medical Federation); Dr. E. C. Warner (Charing Cross 
Hospital); Dr. Penry Rowland (Colchester Royal Grammar School; 
Estates Governor); Dr. A. J. W. Beard (King’s College School, 
Wimbledon); Mr. P. H. Mitchiner (Reigate Grammar School). 

The Special Advisory Board in Postgraduate Medical Studies has. 
been reappointed for a further period of three years from October 1, 

The John Marshall Fellowship in Surgical Pathology for 1950, 
which is of the value of £700 a year for two* years in. the first 
instance and which is tenable at University College Hospital Medical 
School, has been awarded to Dr. D. E. H. Phillips (University College. 
Hospital Medical School) as from October 1. 

The Sanderson-Wells (Senior) Prize for 1950, of the value of £20, 
has been awarded to Dr. Alexander Swan (King’s College Hospital 
Medical School) for his essay on “ The Influence of Diet on the 
Occurrence of Dental and Parodontal Disease in Man.” The 
Sanderson-Wells (Junior) Prize for 1950, of the value of £10, has 
been awarded to A. F. C. Coppin (St. Thomas’s Hospital Medical 
School) for his essay on “‘ Methods of Assessing the Adequacy of 
Human Diets.” 

The title of Reader in Anatomy in the University has been con- 
ferred on Richard John Harrison, D.Sc., M.B., B.Chir., in respect of 
the post held by him at Charing Cross Hospital Medical School. 


UNIVERSITY OF WALES 


The following candidates for the degrees of M.B., B.Ch. at the Welsh 
National School of Medicine have satisfied the examiners at the 
examination indicated : 

Mepicine.—A. G. Alexander, L. M. Charles, S. I. Davies, A. R. 
Harris, S. J. S. Polwin, D. St. J. D. Rees, Dilys Rees, D. B. 
Scourfield, T. B. Stephens, A. P. Thomas, D. S. Wood. 

PHARMACOLOGY. —A. Cunningham, W. Harrop-Griffiths, Norma A. 
Lloyd, E. H. Massey, J. Parry-Jones, D. C. Powell, Jeanne G. Roper. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


Professor H. L. Sheehan will deliver the Weild Lecture in the Hall 
of the Faculty (242, St. Vincent Street, Glasgow) on Wednesday, 
December 13, at 5 p.m. His subject is “‘ Renal Cortical Necrosis,” 
Medical practitioners are invited to attend the lecture. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


The following were admitted to the Membership of the College on 
November 3: N. P. Bector, W. G. D. Caldwell, W. W. Ghali, D. E. 
Mellon, G. H. A. Chamberlain. 


ROYAL COLLEGE OF SURGEONS IN IRELAND 


On December 1 the Fellowship of the College was conferred on 
C. R. F. McDowell. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications of poliomyelitis in the week ending November 25 
were paralytic, 111 (110); non-paralytic, 19 (39); total, 130 
(149). The figures for the previous week, compared with which 
there was a total decrease of 19, are in parentheses. Uncor- 
rected notifications for the corresponding weeks in 1947 and 
1949 totalled 145 and 193 respectively. Total uncorrected notifi- 
cations for 1950 to and including the week under review are 
8,251. The corresponding figures for 1947, 1948, and 1949 are 
8,821, 2,212, and 6,327. 

Kent, Devon, Gloucester, Lancs, Surrey, and the West Riding 
produced the largest numbers of notifications and contributed 
together some 38% of the total notifications. 

The seasonal downward trend in weekly notifications is 
maintained. 

Smallpox Not Confirmed 


A coloured student in a hostel in Chelsea M.B. was 
removed to hospital on November 28 as a suspected case of 
smallpox. Laboratory investigations and clinical developments 
have now removed all suspicion of’ smallpox. 


Industrial Accidents and Diseases 


According to the Ministry of Labour Gazette (Novembet, 
1950) the number of workpeople (other than seamen) in the 
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Ppointment United Kingdom whose deaths from aceidents in the course 
- ge of their employment were reported in October was 117, com- ee 
rr " Creal pared with 220 in the previous month, and 114 in October, 1949. INFECTIOUS DISEASES AND VITAL STATISTICS 
ar School; | The largest numberof deaths in any single category was 31 for We print below a summary of Infectious Diseases and Vital 
ge School, workers underground in coal mines. In the 13 weeks ended Statistics in the British Isles during the week ended November 18. 
hool). July 1,°88 persons were killed underground in coal mines, and in Figures of Principal Notifiable Diseases for the week and those for the corre- 
Studies has. the 13 weeks ended September 30, 182. The last figure includes sponding week last year, for: (a) England and Wales (London included). (b) . 
October 1, 109 deaths im the disasters at Knockshinnoch and Cresswell London (administrative county). (c) Scotland. ine, disease. 
. 1950, collieries. are for: (a) The 126 great towns in England and Wales | (including London). 
The following cases of industrial diseases in the United King- Th Eire. 2) 10 principal towns in Northern Ireland. 
ity College dom were reported during October: lead poisoning, 5; A dash noes mo cases; @ space denotes disease not notifiable or no 
mercurial poisoning, 1 ; anthrax, 3 ; epitheliomatous ulceration, 
ue of £20, 20 (pitch 7, tar 12, oil 1) ; and chrome ulceration, 14 ; total, 43. 1950 11949 (Corresponding Week) 
e Hospital : Disease 
Medical In England and Wales increases occurred in the number of — 
equacy of notifications of measles 1,275, whooping-cough 405, scarlet Diphtheria Ae 7 6 9 5 12) 32} 3| 6 
fever 180, acute pneumonia 93, dysentery 63, and diphtheria 21, ths 
been con- while the only decrease in incidence of any size was acute Dyseatery | 474 74/153 3] 116, 10) 79) 2 — 
school. The largest rises in the number of notifications of measles Encephalitis, acute ..| —|— —-| 
were Yorkshire East Riding 264, London 222, Surrey 203, _ Deaths rs oe ce _ = 
Yorkshire West Riding 303, and Kent 78, and the largest decline Brysipelas = 2m; 5 3444 6 6 
the Welsh was Gloucestershire 66. A rise in the incidence of whooping- = “ aN: 
Ts at the cough was reported from every region except the South  Infective entetitis or 
A. Midland ; the largest increases were Yorkshire West Riding 47 
s, D. B. 55, 36. A small rise in the number Deaths 14 
of notifications of scarlet fever was reported in every region - 
Norma A, except London, where the number of cases was the same as in Rox pe ined 
3. Roper the preceding week. The notifications of diphtheria were more 
numerous than for any week since March. The largest of the — 
local rises were Lancashire 10, Glamorganshire 6, London 5, = 
Durham 4; the largest fall was 7 in Warwickshire. A small rise 
the Hall in the incidence of acute pneumonia was fairly general through- 358 iil 52) 13) 3 
>dnesday, out the country, the largest increases being Yorkshire West Deaths (from influ- ’ 
lecrosis,” Riding 28 and London 20. enza)t .. 4 16 
The notifications of dysentery were the largest for over six Pneumonia, primary | 201) 7 216) 3 
years. The chief centres of infection during the week were Deaths 188) 24 | 1 263 
London 74 (Lambeth 53); Surrey 66 (Surbiton M.B. 59); Pp tis, acute 149) io 9 6 226 
at Lancashire 66 (Liverpool C.B. 15, Southport C.B. 10, Prestwich 8} — BRS 
dane" M.B. 10); Leicestershire 40 (Leicester C.B. 30); Northumbef- puerperal fever . . 2 12 - 
land 34 (Rothbury R.D. 19, Newcastle-upon-Tyne C.B. 10); Deaths + 
D Yorkshire West Riding 28 (Morley M.B. 12); Essex 25 (Rom- _ puerperal pyrexial| 67} 9 4 2] 112 12 1 
vrei ial ford M.B. 14, Leyton M.B. 9); Durham 21 (Darlington C.B. Deaths .* ra 
14); Glamorganshire 16 (Cardiff C.B. 16); Shropshire 13; Relapsing fever pod 
Cheshire 13. The largest outbreak of food-poisoning was 62 Deaths : 
notifications in Lancashire, Formby U.D. Scarlet fever 1.3861 99| 109 48] 2,563] 186] 269) 161| 276 
A fall in the notifications of acute poliomyelitis occurred 
throughout the country. The largest returns were Gloucester- Smalipox — 
shire 13 (Bristol C.B. 6); Yorkshire West Riding 12 (Sheffield Deaths ee “v 
nber 25 C.B. 4) ; London 10; Cheshire 9 ; Devonshire 8 ; and Surrey 8. fever 
al, 130 In Scotland decreases were recorded in the number of notifi- =. based 
which cations of measles 83, whooping-cough 42, acute poliomyelitis Typhes fever 
Uncor- 13. There was a rise of 55 in the notifications of acute primary en eS “= bad hina 
47 and Pneumonia. Although the notifications of dysentery were only Whooping-cough ..| 41 4i| 31] 991) 35) 43) 29| 61 
i notifi- 7 more than in the preceding week a considerable change in —Desths 
lew are the regional distribution occurred. The notifications of peaths (0-1 year) 250| 28] .32) 17) 12]. 239) 33) 44 24) 7 
949 are dysentery in Glasgow rose from 57 to 103; the only other - " 
centres of importance were Lanark county 18 and Edinburgh 9. 5,107| 649 108] 5,399} 937| 621| 211/113 
Riding In Eire decreases in the number of notifications of diarrhoea § Annual death rate (per 1 a 
ributed and enteritis 22 and whooping-cough 23 were the only large act 
fluctuations in the trends of infectious diseases. 6,549|1062 374 6,804 831) 305) 220 
ions & In Northern Ireland a fall of 63 in the number of notifications persons ving, int Sy 15 16-7| 18 
of measles was the chief feature of the returns. The fallin the 27 158] 18 
incidence of measles was general throughout the country. The Rete pet 1,000 total : 
— ‘only ease of acute poliomyelitis was notified in Down county. stillborn) a 33 21 
ase of 
pments Week Ending November 24 ap Measles is ah seep in Scotland, and the returns are therefore an 
The notifications of infectious diseases in England and Wales (ad 
during the week included scarlet fever 1,483, whooping-cough a. pian form for England and Wales, London {administrative 
bell 4,334, diphtheria 61, measles 11,343, acute pneumonia 490, acute cor The mumber of deaths from poliomyelitis and polio-encephalitis for England 
Poliomyelitis 130, dysentery 626, paratyphoid fever 7, and °4,Wales, London ‘ 
typhoid fever 3. ? {Primary pneumonia no 
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U.S. Government Grants for Visiting America 


Under the terms of the Smith-Mundt Act there are now 
available grants in dollars to assist faculty members at the 
university level, advanced scholars, and research workers to visit 
the United States for the purposes of research or teaching in 
the year 1951-2. Applications will be accepted in the following 
fields of study: American studies (History, Economics, Govern- 
ment), Education, Science and Technology, American Literature 
and Journalism, Administration and Management. The grants 
will vary in amount, and each will be calculated to assist the 
candidate to maintain an adequate standard of living. Grants 
will be awarded for a term of study of not less than six months 
but preferably of twelve months. Expenses of travel may be 
met by a Fulbright travel grant (see below). To be eligible for 
an award the candidate must be a British subject resident in the 
United Kingdom. The selecting committees will award the 
grants on the basis of evidence of character and scholarly 
_ achievement, as shown in the applications, the academic record, 

and the plan of study proposed by the applicant. Each appli- 
cant will be required to state a plan for study or a specific 
project which can be materially assisted by a period of from 
six months to @ year in the United States as a research scholar 
or teacher. It is expected that the applicant will establish his 
own affiliation with an American university or research 
institution. -Application forms may be obtained from the 
United States Cultural Office, Room 22, 5, Grosvenor Square, 
London, W.1, and the closing date is January 15, 1951. 


Fulbright Travel Grants, 1951-2 

Once again applications for these financial aids to assist visits 
to America may be made to the United States Educational 
Commission in the United Kingdom, 55, Upper Brook Street, 
London, W.1. A full statement of the conditions of grant 
appeared in the British Medical Journal, 1949, 2, 1424 (issue of 
December 17). . 


Liverpool Medical Institution 


The first pathological meeting of the session was held on 
November 9, with the president, Dr. David Johnston, in the 
chair, when Dr. C. V. Harrison read a paper on “ The Patho- 
logy of Pulmonary Hypertension.” The paper was restricted to 
a consideration of primary pulmonary hypertension, in which 
no cause could be found in the left heart, the lungs, or the 
thoracic cage. Seven such cases were encountered amongst 
5,000 necropsies at the postgraduate school. One of the seven 
was caused by multiple tumour emboli occluding most of the 
smaller pulmonary arteries, and another four showed visible 
multiple thrombotic emboli. In a group of rabbits experi- 
mentally subjected to repeated showers of small pulmonary 
emboli, lesions like those seen in the human cases appeared 
over a period of months, and gave rise to a statistically signifi- 
cant right ventricular hypertrophy which disappeared if the 
embolization was stopped. Hence repeated small pulmonary 
emboli should be looked for in cases of apparently primary 
pulmonary, hypertension. The inaugural Florence Blair Bell 
memorial lecture was delivered by Sir Stanford Cade on 
November 16 on “Chemotherapy of Cancer.” The address 
paid tribute to the personality of Blair, Bell, his memorable 
service to the Royal College of Obstetricians and Gynaeco- 
logists, of which he was the fpst president, and to his work 
as professor of gynaecology and obstetrics in the University of 


Liverpool. 


North of England Obstetrical and Gynaecological Society 

At a meeting held in conjunction with the Birmingham and 
Midland Obstetrical and Gynaecological Society in Nottingham 
on October 13 Professor Hilda Lloyd was in the chair, and 
Mr. -Percy Malpas read a paper on the problem of post- 
maturity. Mrs. A. E. Marrow described three interesting cases 


of volvulus associated with pregnancy. Mr. P. C. Barkla, of 
Nottingham, described a case in which the foetus had assumed 
several bizarre positions throughout pregnancy and it had 
always been extremely easy to convert it from a transverse 
or oblique position to a vertex. The child was ultimately found 
to have extraordinarily atonic muscles. Mr. H. Agar réported 
a case of stab wound of the abdomen, produced by an irate 
husband hurling a bread knife at his pregnant spouse. 

The wife was an eighth gravida, and the wound seemed to be 
quite trivial at first. Her pulse rate rose, the general condition 
deteriorated, and laparotomy was decided upon. At operation it 
was found that the wound had involved the uterine musculature and 
impinged upon an anteriorly situated placenta. The amniotic cavity 
contained a large amount of blood, and one of the vessels near the 
origin of the cord had been incised and had led to exsanguination 
and intrauterine death of the foetus. 


An interesting case of leaking ovarian tumour was described 
by Mr. L. M. Park. 


A New Science Centre 


Mr. Herbert Morrison announced in the House of Commons ~ 


on November 21 that the Government is to build a British 
science centre in London to house the Royal Society and other 
scientific societies at present using the cramped quarters of 
Burlington House, Piccadilly. It will be some years before the 
actual buildings can be put up, but the central site to be acquired 
will be named early in 1951. 
rooms not only for the present occupiers of Burlington House 
but also for others such as the Physiological and Biochemical 
Societies, and the Royal Anthropological Institute, who are 
either without any dwelling or scattered throughout London. 
Hospitality will also be offered to many of the smaller clubs 
and societies. In addition the Patent Office and its library, and 
the Government scientific offices, such as the Department of 
Scientific and Industrial Research and possibly the Medical 
Research Council, will be moved to the same group of new 
buildings so as to provide an integrated and easily accessible 
capital city of science. 


Scottish General Nursing Council 

New members include Professor G. M. Wishart (dean of the 
Faculty of Medicine, Glasgow University), Dr. A. D. Briggs 
(medical superintendent, Stobhill General Hospital, Glasgow), 
Dr. W. G. Clark (medical officer of health, Edinburgh), and 
Dr. Mary Esslemont (general practitioner, Aberdeen). Thirteen 
of the 26 members of the council are registered nurses working 
in Scotland; elected by a nursing vote. 


Royal Dental Hospital “ At Home” 

The Royal Dental Hospital of London School of Dental 
Surgery in Leicester Square was “at home” on November 25. 
The building was full of interesting exhibitions and demon- 
strations, including a demonstration of malocclusion, its aetio- 
logy and principles of treatment, by members of the junior 
teaching staff, and a film in colour of bilateral mandibular 
osteotomy. The most popular event was a Brains Trust, 
for which the lecture theatre was crowded out. The ques- 
tion master was Dr. A. B. MacGregor, and there were four 
members of the trust who were never caught out by any 
question, although they sometimes answered questions in 


opposite ways. 


Swiss Beds for British Patients ? 


As announced recently in the House of Commons, the Depart- 
ment of Health for Scotland is sending a clinical team to 
Switzerland now, to study the medical facilities available there 
for the treatment of patients suffering from pulmonary tubercu- 
losis. The party consists of Dr. M. A. Foulis, physician- 
superintendent, Robroyston Hospital, Glasgow; Dr.-R. Y. 
Keers, medical director, British Red Cross Sanatoria in Scot- 
land ; Miss G. M. M. Carter, matron, East Fortune Sanatorium, 
East Lothian ; and Dr. I. M. Macgregor, medical officer, Depart- 
ment of Health for Scotland. 


It is planned to provide sets of. 
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In Brief 

Dr. A. Q. Wells, of Shipton Manor, Kidlington, Oxford, has 
been nominated a Sheriff for Oxfordshire, and Dr. R. Davies 
Jones, of Llys Hafren, Llanidloes, a Sheriff for Montgrenery- 
shire, North Wales. 

Dr. G. Campbell: has been elected itesident, Dr. J. G. H. 
McNabb captain, and Dr. R. J. Sandys treasurer, of the London 
Irish Medical Golfing Society. 

Dr. Grantly Dick Read has been appointed honorary lecturer 
in the Department of Philosophy (Philosophy of Science 
Section) of the University of Witwatersrand. It will be 
recalled (see Journal, 1949, 2, 187) that he now practises in 
South Africa. 

Dr. Honorio Delgado, director of the department of 
psychiatry and neuropathology at the Faculty of Medicine at 
Lima, and Peruvian delegate to the International Congress of 
Psychiatry in Paris and the Hispano-American Congress of 
Intellectual Co-operation in Madrid, visited Britain under the 
auspices of the British Council between November 28 and 
December 8. He is at present engaged in setting up Peru's first 
institute of neuropsychiatry and mental hygiene. 


Wills 

Dr. Margaret E. Bryson, of Bushey, Herts, and St. Briavels, 
Glos, left £10,023 ; Dr. J. S. S. Steele-Perkins, J.P., of Exeter, 
former consulting surgeon at the Royal Devon and Exeter 
Hospital and Exeter Dispensary, left £18,995; Colonel J. P. 
Cameron, C.S.I., C.LE., I.M.S., of Camberley, Surrey, Inspector- 
General, Civil Hospitals and Prisons, Assam, 1931-5, and 
commandant, Middleton Park Convalescent Hospital for Head 
Injuries, 1940-5, £11,054; Mr. D. W. Daniels, F.R.CS., of 
Mansfield, Notts, £14,633; Dr. O. A. P. Clark, of Worthing, 
and formerly of Kingston-on-Thames, £8,779 ; Dr. R. C. Mott, 
of Parkstone, Dorset, £11,066 ; Lieutenant-Colonel W. D. Hay- 
ward, I.M.S., of Kingsdown, Deal, £12,109 ; Dr. David Moodie, 
of Goodmayes, Essex, formerly practising at Aldridge, Staffs, 
and in Durham, £17,571. 


COMING EVENTS 


Association of Psychiatrists. 

A general meeting will be held at 8 p.m. on seni. 
December 11, at B.M.A. House, Tavistock Square, London, 
W.C.1, to consider, among other matters, the recent Ministry 
of Health document on registrar establishments. All 
psychiatrists in the region, whether members -of the Association 
or not, are invited to attend. 


Scientific Film Association 

A meeting of the Medical Committee of the Scientific Film 
Association will be held at the Royal Society of Medicine, 1, 
Wimpole Street, London, W., on Monday, December 11, at 
5 p.m., when some films on pathology will be shown, with 
Professor R. Cruickshank in the chair. 


Association of Sea and Air Port Health Authorities 


The meeting on Wednesday, December 13, will be held at the 
Royal Sanitary Institute, 90, Buckingham Palace Road, Victoria, 
S.W.1, and not at the London School of Hygiene as previously 
announced. 


Ophthalmology Lecture 
Professor L. J. Witts, Nuffield Professor of Clinical Medicine 


‘in the University of Oxford, will deliver a lecture on “ Ocular 


Aspects of Blood Dyscrasias” at the Royal College of Surgeons 
of England, Lincoln’s Inn Fields, London, W.C., on Thursday, 
December 14, at 3 p.m. The lecture is open to those attend- 
ing courses in the College and to all other medical practitioners, 
dental surgeons,-and advanced students. 


Remedial Work Among School-children 
A conference on school remedial work will be held in London 


from January 2-4, 1951, by the Ling Physi Education 
Association in co-operation with the Society of M Medical Officers 


OF SURGEONS OF 


of Health (Schools Health Service Group). Particulars may be 
obtained from the General Secretary, Ling Physical Education 
Association, Hamilton House, Bidborough Street, London, 
W.C.1. 


Course on the Use of B.C.G. | 


On March 16 and 17, 1951, at the British Medical Associa- 
tion (Scottish Branch), 7, Drumsheugh Gardens, Edinburgh, 3, 
the National Association for the Prevention of Tuberculosis is 
holding lecture seminars and demonstrations. The fee is three 
guineas, and particulars may be obtained from N.A.P.T., 65, 


' Castle Street, Edinburgh, 2, 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 

Monday 


oF NEeEuROLOGY, National Hospital, Queen Square 
93 5 = .—December 11, 5 p.m., “ Congenital Diplegia,” by 
vans, 
oF Lonpon, 11, Chandos Street, Cavendish Square, 
W.—December 11, 8.30 p.m., pathological 
@RoyAL Srepees OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


in Relation to Surgical Practice,” by Lord Stamp. 
Circus, Southwark, S.E 


” St. Circus, thwark. London, 
SE.— 11, 5.30 p.m., P anmtem of the Eye and Orbit, 
by Prin Nicol 


Rovat Instirure oF Pusuic HEALTH AND Hyciene, 28, Portland 
Place, London, file an 11, 4. 407 Bs “ Studies on Child 
Health: Historical Background, the Unborn Child,” WHarben 

Lecture by Sir Leonard Parsons, F.R.S. 

University CoLiece, Gower Street, London, W.C.—December 11 

445 pm, “ Aspecis of Protein Structure,” by bn A. Elliott and 


Tuesday 


BRITISH PosTGRADUATE MEDIcAL FEDERATION:—At London School of 
Hygiene Tropi Medicine, Keppel Street, London, W.C , 


5.30 p.m., The and Assessment of 
Respiratory Function,” by Dr. K. W. Donald. 
CLINICAL SocieTy.—At South Kensington Hotel, 's 
Gate Terrace, London, S.W., December 12, 7 for 7 Phartny 2: 
and Education East of the Iron 
by the Very Rev. Dr. Hewlett Johnson. 
ATION, 41, Portland Place, London, W.—December 12, 
5 p.m., “ The Role of Suprarenal Cortical Function in Disorders 
of Childhood, ” by Sir Stanton Hicks (Adelaide). 

EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At University 
New Buildings (Anatomy Lecture December 
12, 5 p.m., “ aa Cortical Necrosis,” by Professor H. L. Sheehan. 

@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Sous. London, 
W.C.—December 12, 5 p.m., “ Pathology,” by Dr. x 

Hospita rietta Street, on .m., 
Epididymits Cystic Swelling of the Scrotum, 

lergusson 

PADDINGTON Mepicat Sociery.—At St s Hospital, Praed Street, 

, W., oo! 12, 8.30 p.m., “ Restraint in Surgery,” by 

Professor C. A. Pannett. 

@Rovat or SuRGEONS oF ENGLAND, Lincoln’s Inn 

C—December 12, 3.4 3 3145 p.m., « Hormones of A 

‘ortex,” Professor 

Eve Hospirat, St. George’s Southwark, London, S.E. 

—December 12, 5 p.m., and Art of Refraction,” by 
Whittin 


Royal INSTITUTE HEALTH AND Hyaiene, 28, Portland 
London, W.—December 12,.4.30 p.m., “ Studies on 


Health: The wShsobom Child and the Infant,” Harben 
Leonard Parsons, F.R.S. 


@INstTITUTE OF DERMATOLOGY, Lis on, 
W.C.—December 13, 5 p.m., “ by Ww 
McKenny. 


Street 
2) 5 “ Tumours of the Testicle, r nley. 
ENGLAND, Lincoin’s Inn Fields, 
, W.C.—December 13, 4 p.m., “ Dublin's Surgeon- 
Anatomists,’’ Thomas Vicary Lecture Mr. William Doolin. 
Royat Eye Hospirat, 's Circus, Southwark, London, S.E. 


St. George’ 
—December 13, 4 p.m., “ Clinical al Ophthalmology »” (Revision), by 
Burn and Mr. r. R. P 


Mr. R. A. Burn 


waild Lecture by H. Sheehan. 
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Royat Inst! or Pustic HeaLTH AND HyG 28, Portland 
Place, London, iaticamsber 13, 4.30 p.m., “ " Studies on Child 
Health: The Older Child, a Glance into the Future,’”’ Harben 
Lecture by Sir Leonard Parsons, 


RoyaL Microscopica. Society.—At B.M.A. House, Tavistock 
Square, London, W.C., December 13, a = “ Mouldlike 
Groweh in Certain Bacteria,” by Mr. Mann annering and 
Miss P. Davis. 

Rave. SANITARY IN oe Buckingham Palace Road, London, 

W.—December M w Blowflies in 
Slaughterhouses,” 


Society OF CHEMICAL —At Burlington 
House, Piccadilly, London, W., December 13, 6.15 p.m., ——s 
of Nutrition Panel. “ Factors in Distribution Affecting the Woo ~§ 
and Nutritive Value of Foodstuffs,” speakers, Dr. wor 
F.R.LC., and Miss A. M. Copping, B.Sc 

Society OF CHEMICAL INDUSTRY: BIRMINGHAM AND MIDLAND 
Secrion.—At Theatre, Edmund Street, Birming- 


ham, December 1 , joint Fine Chemicals 
Group, ‘ evr blood lasma Substitute,” A. R. Lockwood, 
B.Sc., A.R.IL.C. A discussion will follow. 


Thursday 


Arrrep ApLeR MepicaL Society.—At il Chandos Street, London, 
W., December 14, 8 p.m., “ Initiation,’”’ by Dr. Edward F. Griffith. 
Discussion to be ‘opened by Dr. E. N. Snowden. 

BritisH INSTITUTE OF RADIOLOGY, 32, Welbeck Street, London, W.— 
December 14, 8.15 p.m., Presentation of the 
Photographic, Photomechanical, and Display,” by Dr. R. G. W. 
Ollerenshaw. 

BritisH PostGRADUATE MeEpicaL Feperation.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, London, W.C., 
December 14, 5.30 p.m., “ The Definition and Assessment of 
Respiratory Function,” by Dr. K. W. Donald. 

EpinsurcH C.inicaL B.M.A. Rooms, 7, Drumsheug h 
hl Edinbur ree 14, 8 p.m., “ Pitfalls in Practice.” 

Dr. Dougl las 


Lacvuns University New Buildings 


(Anatomy Theatre), Teviot Place, Edinburgh, December 14, 
5 pm. .m., “‘ Reflections from a Provincial Deanery,” by Dr. J. G: 
rie. 


@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Square, fondon, 
A al aed 14, 5 p.m., “ Bites and Stings,’’ by Dr. E. J. 
oynahan 
INSTITUTE OF UROLOGY (UNIVERSITY OF LONDON).—(1) At St. Peter’s 
a Henrietta Street, London, W.C., December 14, 3 p.m., 
round by Mr. A. Badenoch; (2) At St. Paul’s Hospital, 
Henrietta Street, London, Wc. December 14, 5 p.m., “ Congenital 
Defects of the Testis and Epi ididymis,” y Mr. D. I. Williams. 
LiverPooL Mepicat INsTITUTION, 114, Pleasant, Liverpool— 
‘December 14, 8 p.m., “ The Pathology of Captive Wild Animals,” 
by Dr. R. E. Rewell. 
Lonpon JewisH Hospirat Mepicat Socrety.—At London Jewish 
Hospital, Stepney Green, London, E., December 14, 3 p.m., clinical 


meeting 
LONDON Senate House, Bloomsbury, W.C.—December 
14, 5.30 p.m., “ Pood and Folly,” Sanderson-Wells Lecture by 
Sir Stanton Hicks (University of delaide). 
RoyaL COLLEGE OF SURGEONS 1 reg Lincoln’s Inn Fields 
don, w.c.— mber 14, —. “ Ocular Aspects of Blood 
Dyscrasias,” by Professor L. J. Witts.” 
Eve Hospirtat, St. George’s Circus, Southwark, London, S.E. 
—December 14, 5 p.m., “‘ Methods of Examination,” by Mr. C. M. 


Shafto. 

Royat Society, Burlington House, Piccadilly, London, W.— 
December 14, 4.30 p.m., “ The gs o ” Microdissection,” 
Wilkins Lecture by Professor F. J. Cole, F.R.S. 

Society oF TropicaL MEDICINE AND HyGiene.—At 26, Port- 
land Place, London. W., December 14, 7.30 p.m., “ A Review of 
ag ty ey on Scrub Typhus in Burma and Malaya,” by 


St. Georce’s Hosprrat MEDICAL ScHoot, Hyde Park Corner, 
London, S.W.—December 14, 4.30 p.m., lecture-demonstration on 
neurology by Dr. A. Feiling. 

Torquay aND District Mepicat Society.—At Torbay 
December 14, 8.30 p.m., “ Surgical Aspects of Hypertension,” 

Mr. Norman Lake. 


Friday 


BIOCHEMICAL Society.—At Department 
Chemistry, the Medical College of St. Bartholomew’s Hospital. 
Charterhouse Square, London, E.C., December 15, 2 p.m., 292nd 
ee. Scientific papers will be read. 

NSTITUTE OF RaDIOLoGy, 32, Welbeck Street, London, W.— 
December 15, (1 p.m., meeting of medical members ; 
(2) 6.30 p.m., Radiation Chemistry with Emphasis on Dosimetry,”’ 
. oe introduced by F. T. Farmer, Ph.D. Paper by M. J. Day, 


EpinsurGH UNiversity, University New, Buildings (Surgery Lecture 
Theatre), Edinburgh—December 15, 2.30 p.m., “ The Surgical 
Exposure of the Pancreas,” Macarthur Postgraduate Lecture by 
Professor Ian Aird. 

INsTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
December 15, 5.30 p.m., “ Clinical Perimetry,” by Mr. G. I. Scott. 


of Biochemistry and 


@Maipa Hospitat Mepicat London, W.—December 

} ES 5 p.m., clinical neurological demonstration by Mr. Valentine 
gue 

@Rovau COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—December 15, 3 AS m. Practical Applica- 
tions of Bacteriology to Surgery,” 

@Royat Eye St. George’s Southwark, Loadoul 
Ss December 15, 5.30 p.m., “‘ Physiology of the Eye.’ 


Saturday 


ASSOCIATION OF BriTISH NeurROLoGists.—At National Hospital, 
Queen Square, London, W.C., December 16, 10 a.m., “ Basic 
Problems in the Patholo 2d of Disseminated Sclerosis and 
we Disease,” Florence Tong Lecture -by Dr. E. C. 

umsden. 


APPOINTMENTS 

Howe .t, T. E., M.B., B.S., Principal Medical Inspector of Mines, 
Ministry of Fuel and Power, 7, Millbank, London, S.W. 

Dr. Howell, who was born in 1900, worked for some years in the coal-mining 
industry before Sociaaite © the study of medicine, and obtained a first-class mine 
Manager’s Certificate is medical training was at Guy’s Hospital, London, 
and he qualified in 1934. After a period in general practice he returned to Guy’s 
as registrar and chief clinical assistant to out-patients. In 1938 he joined the 
Factory Department of the Home Office as Medical Inspecter of Factories in 
charge of the South-western Region, and after five years, during which time he 
was also Lecturer in Industrial Medicine at Bristol University, he joined the 
Ministry of Fuel and Power as Deputy Chief Mines Medical Officer. For several 
months during 1946 he was loaned to the Ministry of Labour to deal with diffi- 
aa yy in connexion with recruitment of miners for work in the Ruhr ee 

he recently represented the Ministry of Fuel and Power,at a Congress 
Industriel Medical Officers in Vienna. 


Dr. W. T. Joseph has been appointed an Official Member of the 


Legislative Council of the Virgin Islands. 


GILLORAN, JAMES LeiTcH, M.B., Ch.B., D.P.H., Assistant County Medical 
Officer, Cumberland County Council. 

Haywarp, J. B. W., M.B., Ch.B., Medical Director in C of Mass Radio- 
graphy Unit = Gloucester, South-western Regional Hospital Board. 

Kersnaw, G. R., M.R.C.S., L.R.C.P., a. Area Medical Officer, Warwick- 
shire Count; Council, Medical Officer of H ealth, Borough of Nuneaton and 
Bedworth Urban District Council. 

Lycert, C. D. L., M.D., D.P.H., Deputy County Medical Officer of Health, 
Staffordshire County Council. 

McDowa tt, GeorGe D., M.B., Ch.B., F.R.C.S.Ed., Assistant Surgeon, Ear, 
Nose, and Throat Department, Royal Infirmary, Edinburgh. 

MARTIN, KENNETH W., M.B., B.S., F.R.C.S., Senior Registrar, St. Peter’s and 
St. Paul’s Hospital, to work at St. Paul’s Hospital, Endell Street, London, W.C. 

NIcoL, WILLIAM, M.B., Ch.B., D.P.H., Assistant Medical Officer of Health, 
Birmingham. 

O’Beirne, S., M.B., B.Ch., D.P.H., M.R.C.P.I., Medical 
Officer, Arklow, Co. Wicklow, Eire, and Medical Officer Maternity and Child 
Welfare Clinic, 

ParsonaGe, M. J., B.Sc., M.B., M.R.C.P., D.C.H., Assistant Physician, 
De nt of 1 E , General Infirmary at Leeds, and Consulting Neurologist 
to hospitals under the control of the Leeds Regional Hospital Board. 

PRINCESS TSAHAI MEMORIAL HosprraL, Addis Ethiopia.— Medical 
Superintendent and First Surgeon, S. W. Allinson, M.B., F.R.C.S., D.L.O. First 
Davison, M.D., D.P.H. Second Surgeon, H. Cc. Fletcher-Jones, 

ROWLEY- ee (formerly Davies), SADIE MARGARET, B.Sc., M.B., B.Ch., 
C.P.H., Area Medical Officer of Health, No. 10 Area, oa Abergavenny 
Borough, speguunay Rural, Pontypool Rural, and Usk Urban Councils, 

TINKER, CEciLy M., M.D., M.R.C.P., Senior Registrar, Lancaster House Chest 
Clinic, Southend-on-Sea. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Heining.—On November 14, 1950, at Beckenham, to Joan Marie. (formerly 
Brotherton), wife of Dr. E. W. Heining, a son—Timothy Edward Dalrymple. 
McCullough.—On November 28, 1950, to Dr. and Mrs. 
12, Middleton Hall Rodd, Kings Norton, Birmingham, a son—Philip Hugh. 


DEATHS 
Elliot.—On yay 4 18, 1950, at Woodlands, Fleet, Hants, Andrew Elliot, 
M.D., M.R.C.P., D.P.H 


Finsterb ush.—On November 15, 1950, at 237, Oxford Road, Reading, Edmund 

sterbu 

Foott.—On November 17, 1950, at Southsea, Hants, Frank Williamson Foott, 
L.R.C.P.&S.1.&L.M., aged 82. 

Harris.—On November 20, 1950, Charles Edward Smith Harris, M.B., Ch.B. 


Jones.—On November 21, 1950, at “Little Secleys,” Beaconsfjeld, George 
Arthur Jones, L.S.A. 
ein.—On November 14, Bs a at Selly Oak Hospital, Birmingham, 


Louis Lindenstein, M.D., 


; aged 7 
Macevoy.—On November 17. 1950, at Pensylvia, Sticklepath, Devon, Henry 


John Macevoy, M.D., late of Brondesbury, London. 

McQueen.—On November 23, 1950, at Cumloden, Ridgacre Road, Quinton, 
Birmingham, Alexander Dairymple McQueen, M.B., .B., a 74. 

Malcolmson.—On November 24, 1950, at a nursing-home, Edinburgh, Alexander 
Mowat Malcolmson, M.D., 305, St. John’s Road, Corstorphine, Edinburgh. 

Rolleston.—On November 19, 1950, at Ketton, Stamford, Lincs, Christopher 
Rolleston, D.M., M.R.C.P., D.P.H., aged 73. 

Smith.—On November 16, 1950, at 34, —_, Street, Markyate, Herts, James 
Ernest Sutcliffe Smith, M.B., B.S., aged 7 

Sutton.—On November 15, 1950. at 57, ome Road, Minehead, Somerset, 
Frederick Reginald Sutton, M.D., aged 79. 

ield.—On WNovember 19, 1950. z= 2, Deanery Street, London, W., Walter 

Henry Swaffield, M.D., F.R.C.S 


J. K. H. McCullough, © 
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Correspondents should give their names and addresses{not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


. 


Value of Pasteurization 


Q.—What is the effect of pasteurization on the food value 
and digestibility of milk? Is there any evidence that pasteuriza- 
tion reduces the incidence of tuberculosis, and has it ever been 
shown to cause an increase of other diseases (e.g., in institutional 
observations) ? 


A.—Pasteurization of cows’ milk by the official Holder 
method laid down by the Ministry of Heaith leads to the 
destruction of about 10% of vitamin B and 20% of vita- 
min C. Carefully controlled observations on rats, mice, calves, 
and children have failed to reveal any change in the biological 
value and digestibility of the protein, in the availability of the 
calcium and phosphorus, in the amount of vitamin A or D, 
or in the total energy or nutritive value of the milk for the 
growing animal. The slight destructive effect on vitamins B 
and C is of little practical significance, because vitamin B is 
about 10 times as abundant in cows’ milk as in human milk, 
and because vitamin C is present in such small quantity in 
cows’ milk and is so readily inactivated by exposure to light 
that in infant feeding it must be supplemented by orange juice 
or some other abundant source of vitamin C. Pasteurization 
by the high-temperature short-time method, which is also 
officially recognized by the Ministry of Health, has not been 
studied so fully, but there is reason to believe that the minor 
changes it produces in milk are even less than those caused by 
the Holder method. 

The best factual evidence that the use of pasteurized milk 
reduces the incidence of tuberculosis is afforded by the observa- 
tions of R. M. Price (Canad. J. publ. Hlth, 1934, 25, 13) at 
Toronto. Working at the Hospital for Sick Children, she deter- 
mined the type of infecting bacillus in a series of 300 cases of 
non-pulmonary tuberculosis in children under 14 years of age. 
Of these, 15% were found to be infected with the bovine 
tubercle bacillus. Inquiry revealed that every one of these 
children came from parts of Ontario where the milk was drunk 
raw. In Toronto itself, where compulsory pasteurization had 
been in force since 1915, not a single case of infection with the 
bovine type was discovered in spite of the fact that 4% of the 
churn milk and 26% of the bulked milk entering the city 
contained tubercle bacilli. 

There is no evidence that the use of pasteurized milk causes 
an increase in the incidence of other diseases. On the other 
hand there is a good deal of evidence to show that its use is 


followed by a reduction in the incidence of tuberculosis of* 


bovine origin, of undulant fever, and of epidemic milk-borne 
disease such as scarlet fever, septic sore throat, diphtheria, 


. enteric fever, dysentery, and gastro-enteritis. A classic illustra- 


tion of the effect of pasteurization in reducing disease is afforded 
by the experience of a children’s institute on Randall’s Island, 
New York, where a mortality rate of 44.36 per thousand per 
annum was promptly reduced to one of 19.8 after all the milk 
was pasteurized, no other hygienic measures having been put 
into operation. 


Sunlight and Pulmonary Tuberculosis — 
Q.—Does direct sunlight harm patients convalescent from 
pulmonary tuberculosis or with healed fibrotic lesions? 


A.—There is some evidence that exposure of the chest or 
back to direct sunlight may cause a flare-up in patients whose 
tuberculosis is only quiescent. There is no evidence that expo- 
‘sure of other parts of the body to the sun, short of burning 


or “cooking,” has any deleterious effect. If the lesions are 


really healed, exposure to sunlight is not detrimental, but it 
is extremely difficult to say which lesions are completely healed, 


and, to be on the safe side, it is best to tell patients to refrain 
from exposing their back and chest to direct sunlight. This 
of course does not apply to the very short periods of exposure 
involved in sea-bathing, but to lying or standing about in the 
sun with the back or chest uncovered. 


Heredity and Peptic Ulcer 
Q.—To what extent do familial and hereditary factors play 


a part in the aetiology of peptic ulcers? 


A.—It has for long been noticed that relatives of peptic 
ulcer patients often have ulcers or complain of dyspeptic symp- 
toms, and some families with a remarkable number of dys- 
peptics in them have been recorded. It has not, however, been 
possible to conclude from this that peptic ulcers are hereditary. 
The difficulty is that ulcers are so common that it is by no 
means unlikely for several members of a family to be affected. 
For example, if 10% of men develop a peptic ulcer at some 
period of their life, it can be shown that three out of four male 
relatives would be expected to develop ulcers in four of every 
1,000 families. The difficulty cannot be overcome by com- 
paring the family histories of ulcer patients with the histories 
given by~ other hospital patients, for it has been shown’ that 
patients with a given disease are more likely to know about its 
occurrence among their relatives than are other patients who 
do not themselves suffer from the disease. This is only to be 
expected, but it is surprising how often it has been overlooked 
in the past. 

The only satisfactory proof of the existence of hereditary 


factors in a common disease is obtained by comparing the 


incidence of the disease in relatives of sufferers with its inci- 
dence in the general population, and this can be done only 
when accurate information about the prevalence of the disease 
is known. It has recently been possible to do this for peptic 
ulcer, and the results? confirm that there is a distinct hereditary 
factor. It seems probable that peptic ulcers occur about twice 
as often in “ulcer families ” as would be expected* and, what 
is particularly interesting, it appears that the site of the ulcer— 
whether in stomach or duodenum—is usually the same in all 
members of the affected family. This does not, of course, 
mean that environmental factors are not also significant. On 
the contrary, we know that they are important in the produc- 
tion of both gastric and duodenal ulcers. What is inherited is 
the liability to have an ulcer, but whether one actually develops 
must be largely dependent on the'conditions to which the 


subject is exposed. a 
EFERENCES 


1 Busk, T., Ann. Eugen., Camb., 1948, 14, 213. : 

® Doll, R., Avery Jones, F., and B tzsch, M. M., Medical Research Council, 
Special Report No. 276 (in the press). 

% Doll, R., and Buch, J., Ann. Eugen., Camb., 1950, 16, 135. 


Trauma and Tuberculous Meningitis 
Q.—Has any relationship been established between trauma 
and the onset of tuberculous meningitis ? 


.—The general opinion on the pathogenesis of tuberculous 
meningitis is that the meninges are not infected directly from 
the blood stream but from the cerebrospinal fluid, which is 
itself infected from a cerebral or meningeal tuberculoma prob- 
ably by rupture of a tubercle into the subarachnoid space. 
This view is supported by J. Schwarz in a comprehensive 
survey of the subject (Amer. Rev. Tuberc., 1948, 57, 63). The 
lesion is usually a sequel to a primary infection, but it can 
develop in patients in whom the primary focus has apparently 
healed but in. whom there is an active focus of a post primary 
character. 

In the literature on tuberculous meningitis, the influence of 
trauma as a predisposing factor is rarely mentioned. A. R. 
Rich (The Pathogenesis of Tuberculosis, 1944, pp. 630-3, 
Chas. C. Thomas, Baltimore) considers that there is evidence 
that the disease may follow directly upon a head injury. He 
makes the point that the lesion follows within a short period 
of the injury. Schwarz, however, does not think that the number 
of cases of tuberculous meningitis preceded by injury is of 
statistical significance, but qualifies that opinion by the state- 
ment “that repeated cerebral traumata are probably more 
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frequent in childhood than in other age groups,” implying 
that head injuries may cause the infection to spread to the 
meninges. 
Vagotomy 
Q.—What are the effects of vagotomy ? How is a“ medical” 
vagotomy performed ? 


A.—The secretion of acid in the stomach is controlled partly 
by a hormone and partly by the parasympathetic nervous sys- 
tem through the vagus nerves. It has been shown that com- 
plete section of the vagi considerably reduces both acid secretion 
and the motility of the stomach. Beneficial results can there- 
fore be expected in cases of duodenal ulcer, particularly where 
severe pain is a leading feature. 

The vagi can be cut either above or below the diaphragm. 
Owing to anatomical abnormalities complete section is not 
always possible below the diaphragm and a _ transpleural 
approach is more certain, but this has the disadvantage that 
the lesion in the duodenum cannot be inspected. In practice 
an abdominal route is usually used, and by pulling on the 
oesophagus the nerves are severed as high as possible. 

The reduction in gastric motility leads to gastric retention, 
and the operation is contraindicated if there is any narrow- 
ing of the duodenum. Movement of the small intestine is 
increased, and chronic diarrhoea may follow the operation. 
Pyloric narrowing may require a gastro-enterostomy to be 
combined with the vagotomy, and conversely vagotomy may 
be tried on patients who have recurrent ulceration following 
a short-circuit. In this way the formidable operation of 
gastrectomy following gastro-enterostomy may be avoided. 

Belladonna paralyses the nerve endings of the vagus, and if 
given in sufficient quantity will reduce the secretion of hydro- 
chloric acid. Starting with 5 minims (0.3 ml.) thrice daily, the 
dose should be increased by a minim at a time until the largest 
dose that the patient can tolerate without side-effects is given. 
Dryness-of the mouth and blurring of vision are the principal 
side-effects which often militate against the successful use of 
belladonna, A less toxic preparation is atropine methyl nitrate 
in doses of 5 mg. 


Faecal Incontinence in Childhood 


Q.—What are the likely causes of faecal incontinence of 
recent origin in a boy of 8 years? How should the condition 
be treated ? 

A.—Probably the commonest cause is gross constipation, but 
in this case the incontinence is always associated with diarrhoea, 
due to local irritation caused by the hard scybala. The diag- 
nosis can often be made on the history of the child’s not having 
had a motion for several days at a time, and then having watery 
motions with incontinence. It is confirmed readily by rectal 
examination during the phase of diarrhoea, when the rectum 
is found to be enormously distended and loaded with hard 
faeces. On abdominal palpation hard faecal masses can also 
eften be felt. Constipation of this degree is usually a behaviour 
problem, of which the commonest cause is undue concentration 
by the parents on the child’s bowels. All the child’s motions 
are inspected to see if they are “adequate,” and he is com- 


pelled to, stay in the lavatory if the product does not come up 


to the parents’ desires. Occasionally the constipation may be 
due to a painful local lesion, such as anal fissure. If there is 
no associated diarrhoea, the faecal incontinence is again almost 
certainly a behaviour problem. It may be due to the treatment 
described above, but it is more likely to be due to an emotional 
disturbance of recent onset, such as jealousy of a new baby, 
domestic unhappiness, or worries at school, either because of 
difficulties in a particular subject or with a particular teacher, 
or because of bullying. The problem is perpetuated by punish- 
ment of the child in the form of smacking or of efforts to 
shame him. 

The treatment must be directed towards the cause, and can 
only be very briefly outlined here. The first essential is to 
deal with the parental attitudes and anxieties. On no account 
must the child be punished or shamed for the incontinence. 
His greatest need is love, security, and encouragement. If the 
incontinence is due to hard scybala, these must be removed by 
saline purgatives and daily enemas, but it is essential to stop 


these as soon as that has been achieved. The child must then 
be left to look after his own bowel actions without any anxiety 
being shown about their sufficiency. If there is no constipa- 
tion, the precipitating cause must be discovered by a really 
careful history in order to determine exactly what happened 
just before the onset of the incontinence, and in particular 
what is going on in the home or school to upset the child. 
There is no place for drugs, other than the saline purgatives 
mentioned above, in the treatment of the condition. 


Sensitivity to Antibiotics 


Q.—{1) What concentration of an antibiotic should be used 
to determine the sensitivity of an organism? (2) What relation 
has the in vitro sensitivity of the organism to the serum concen 
tration of antibiotic necessary for successful therapy ? 


A.—(1) To obtain accurate information about the sensitivity 
of-an organism to an antibiotic, it is necessary to use not one 
but a series of different concentrations of the antibiotic in 
separate tubes of culture medium. The result of such a test 
may be to show that the organism is inhibited by, for example, 
0.02 unit of penicillin per ml., but not by 0.01. The various 
agar diffusion methods yield similar information, although this 
can be expressed only approximately in the same terms. 

(2) The outcome of treatment certainly depends on whether 
the concentration found inhibitory in vitro is attained and 
indeed somewhat exceeded in the blood in consequence of 
the dosage given. Although this has been more or less self- 
evident since the earliest therapeutic use of penicillin, the fact 
that in vitro results are directly applicable to conditions in vivo 
has recently been experimentally proved by Eagle, Fleischman, 
and Musselman (J. Bact., 1950, 59, 625). They inoculated mice 
and rabbits with pneumococci, one hour previously having 
administered different doses of a slowly absorbed procaine- 
penicillin preparation giving sustained blood levels which were 
accurately determined. The doses required to save half the 
animals were those giving serum concentrations two to five 
times greater than the minimum effective concentration in vitro. 
This two- to five-fold difference is accounted for by plasma 
binding and by the concentration gradient between the blood 
and tissue fluids: in other words, the concentrations active in 
vitro and in vivo are evidently about the same. 

The same considerations apply to sensitivity tests with other 
antibiotics, although the techniques differ owing to such fa¢-- 
tors as the instability of “ aureomycin” or the marked depen- 
dence of the action of streptomycin on the size of the inoculum 
and the composition of the medium. 


NOTES AND COMMENTS 


Rectal Prolapse.—Mr. J. R. M. WHiGHAM (London) writes: With 
regard to rectal prolapse (“Any Questions?" November 18, 
p. 1184), I think the operation recommended by R. R. Graham 
(Ann. Surg., 1942, 115, 1007) is worth a mention. The principle 
of the method is based on the assumption that a complete rectal 
prolapse is essentially a sliding hernia of the anterior wall of the 
rectum. The rectum is approached from above, the peritoneal sac 
is remoyed, and the anatomical defect in the pelvic fascia repaired, 
I have found the results satisfactory and the operation well borne 
even in a patient as old as the one mentioned. 


Correction.—In our report of Mr. Brock Chisholm’s statement to 
the press (Journal, November 4, p. 1049) it was said that two 
Ethiopian medical students were studying medicine in the Sudan. 
We understand that this is not the case. Two Ethiopian under- 
graduate medical students are studying in the Lebanon and two in 
Egypt. Five nurses from Ethiopia are studying under W.H.O. 
Fellowships in Uganda. 
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